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LEPROSY 


NOVOTRONE 


DERIVATIVE OF DIAMINO-DIPHENYL SULPHONE 


e@ Extremely Low Toxicity 
@ High Therapeutic Value 
@ Freedom from Side-effects 


Supplies : Tablets, 0°5 gm. each 
. also Granules for Intramyscular injection. 
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conquest of Bacteria 


PENICILLIN 


Penicillin G is fecognised as being, therapeutically, 
the most effective form of penicillin. It is present 
to the extent @ not less than 96% in the crystalline 
sodium salt of penicillin manufactured by Imperial 
Chemical Induttries Led. This penicillin salt con- 
forms to the highest specifications of purity and 
potency, and ca be relied upon to produce optimal 
results. 


‘Avion’ Crystalline Penicillin does 
not require sefrigerauen in any 
climate ond retcins full ectivity 
for three yeors 


Selt issued in walt of 01,0 2, 
O'S and | mego unit. 


IMPERIAL CHEMICAL INDUSTRIES (INDIA) LTD. 
CALCUTTA BOMBAY MADRAS COCHIN 
NEW DELHI KANPUR 


IMPERIAL CHEMICAL INDUSTRIES (EXPORT) LTD. 
(A subsidiary compory of imperial Chemical industries Ltd ) 
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“Avion” Crystalline Sedum Penicillin 
RELAPSIN 
of quality KARACHI CHITTAGONG RANGOON COLOMBO 
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HAIAM 
Albi is not lost. 
practically assured. One injection of Lepercituin* 


PARENTERAL Crystalline Procaine Penicillin G vith 
Buffered Crystalline Penicillin Potassium Lederielit 
will protect him for many, méafhy*hours® from 


common surgical infecting organisms, by its double acti 
_ This new product exhibits the following advan’ 

ADVANTAGES... 
Lederle was the first to introduce a doull-action new form 

penicillin which provides rapid and-prolonged astion. 

LEDERCILLIN* PARENTERAL Lederle provide an initial 
of the tissues in addition to maintenance level up to 24 
or longer. 

LEDERCILLIN* inclodel golt of 
| —procaine penicillin—that is less likely to produce 
_ allergy than is potassium penicillin. 

ParEnrerat Lederle forms 4 solution-suspensi 
injection is water. 
_ Parenrerar Lederle is easy to administer, flows 
| freely in the syringe and needle, and is completely absorbed in 
_ the tissues. It can be given quickly with no discomfort from 
_ unabsorbed intramuscular material. 
_ Lepercriim* PARENTERAL Lederle is stable in dry fotm at room 
_ temperature. After it has been brought into aqueous suspension, 
it is stable at refrigerator temperature for one week... i 
Spersorps* and TROCHES containing procaine penicillin. are also 
available. 
LEDERGILLIN® Crystalline Procaine Penicillin'G Lederle 

Parenteral: | dose—300,000 Units Crystalline Procaine Penicillin 


G and 100,000 Units Buffered Crystalline Penicillin 
G Potassium, 
Spersoids*: jars of 75 Gms. (25 doses)—a pleasantly chocolate 
flavored powder containing 50,000 Units Buffered 
Crystalline Procaine Penicillin G per dose, 
Troches: Bottles of 25, 5,000 Units Crystalline Procaine Penicillin 
G per troche. 
BUFFERED CRYSTALLINE PENICILLIN G@ POTASSIUM 
Lederle: Vials of 200,000, 500,000, and 1,000,000 
units each. 
PENLATOR® Crystalline Penicillin G Sedium for inhalation.Therapy 
ppeve 3 cartridges— 100,000 units each cartridge and 
inhaler. 


*Trade Mark 


-LEDERLE LABORATORIES LEDERLE LABORATORIES (PAKISTAN) LTD. 


P. O. B, 1994, BOMBAY I. © P. O. B. 361, SADAR, KARACHI 3. 
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CALCHEMIC@Q’S 


CHEMO-THERAPY FOR MALARIA 


ANTIMALOID Tablets :—Composition—Quinine 
and liver specific against parasites in the bl 
such a way as to enhance the anti-parasitic p 
and avoid the undesirable effects of either large 
preparations. 

PLASMOCID Tablets :—Consist of the antimalarial 

indigenous adjuvants for chronic and latent 


the liver, and other organs in 
rties of the soluble Quinine 
of Quinine or of Synthetic ~ 


GASTRO-INTESTINAL THERAPY 
including Liver Therapy. 


(1) TRYZYM tablets :—A combination of the four digestive enzymes—pepsin, pan- 
creatine, diastase and papain acting both directly and indirectly to excite secre- 
tion of digestive juices, Nux Vomica and the components of Vit. B acting as 
supplementary tonics. Tryzym would be found ideal for the treatment for 
varied types of dyspepsia, the combined enzymes and tonics will help digestion 
and restore the functions of the digestive and hepato-biliary tracts. 

(2) PTYCHO SODA CO. Tablets :—A balanced combination of sialagogue antacid 
and absorbents with carminatives and essential oils. Useful for gastritis, hyper- 
acidity and sedative action in the gastro-intestinal tract. 

(3) CARBO-CITRA :—An alkalizer of the body-fluids by a balanced action of its 
constituents. Its action extends to the urinary and other tracts when alkalini- 

(4) HEPATINA:—A digestive hzematinic tonic containing extract of the whole 
edible liver (goats’), iron, phosphates, strychnine and vitamin B components, 
etc. A remarkable tonic to aid and restore the functions of the digestive and 
nervous system and enrich the blood. 


Detailed literatures on request 


THE CALCUTTA CHEMICAL Co., LTD. 
35, PANDITIA ROAD, CALCUTTA-29. 
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and controlled by a special technique. Put upin 5 & 10 gr. sterile ampoules. 
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EXTRACT 


Crude Extract of Froth Liver 


selected animals ¢ . Liver Extract is a high Prepara- 
tion that stimulates rapid production of reticulocyt > ie A trend suffering 
from anzmias, disseminated sclerosis and spruc. Crude, yet 
painless. Contains 10-12 micrograms of vitamin B,, per c.c. 


In 2 ampoules and 10 vials, 


HEPAPLE XIN 


‘ER lines Extract with vitamin B complee & C 


: Addition of leading vitamins of B group and C with a high potent liver 
-extract like ‘E.D.’ Li er Extract bas made Hepaplexin an iden preparation 
for liver therapy anamias and anamias associated with B complex avita- 
minosis, May be used in clinical and sub-clinical B complex deficiency 


In 10 vials. 


FERROSOL 
4 lwet-yeatt-iton tonic 


errosol provides patients with iron in a form in which it is best absorbed 

adjuvant i therapy yeast concentrate supplies B vitan 

of nutritional deficiencies and anzmia varieties. 

Tn 6 02. and 1 Ub. bottles. 


BASTERN DRUG OCOO., 
CALCUTTA 
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UROBROM is not act as 
hypnotic in the same sense as Luminal, Lupot ead other berbituric compounds. 
UROBROM is Bromisovelerylures, which is an excellent sedative and 
hence acts to induce sleep in persons suffering from excitable nerves, worry, over- 
work, strain and alcoholic excesses, etc., etc. 


COMPOSITION :=Each tablet contains 


INDICATIONS :-A dependable mild Hypnotic 
inducing natural restful sleep. The effect lasts for 
four to six hours and is followed with no ‘Hang 
Over’. The drug is entirely non-habit forming. 
It should be prescribed in cases of Insomnia due 
to nerve tensions, over-excitability, emotional 


shocks, neurosis, seasickness, alcoholic excesses, 


DOSAGE :-Adults: 1 to -2 tablets as required. Children: Proportionately less. 


The Chemical Industrial -& (IFPA Pharmaceutical Laboratories Ltd 


“CIPLA Sales Depot, P 33, Ganesh..Ch. Avenue, Calcutta—12” 
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‘unanimous’ 
ment of peptic ulcer. It is the action of pepsin in ap acid medium 
which prevents healing and predisposes to recurrence. = ; 
This corrosive environment can be neutralised instantly by‘Aludrox” 
therapy, which stabilises the stomach contents at pH: 3.$-4.0, the — ‘ 
unimpaired) 
* Aludrox’ 
_ diet and test promotes rapid healing of the ulcer. 


JOHN WYETH & BROTHER LIMITED, LONDON 
_ Distributors in indie Burm: GEOFFREY MANNERS & COMPANY, LIMITED 
Bombey - - Deihi - Madras - Rangoon 
GEOFFREY MANNERS & CO. (PAKISTAN) LTD. 
Ceylon: MILLERS LIMITED, Colombo. 

ANGLO-THAl CORPORATION LIMITED, Singapore & Sranches 
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Crystallization 


means 


tit, who detetoped Dihydrostreptomy- 
cin Sulfate, agifh uses another important advance 
in the chemo-theraby of eubesculosis and certain non-tuber- 
culous infections —Crystaltine Dihydrostreptomycin Sulfate 
=the purest form of this antibiotic available today. 
In addition to the high antibacterial activity and low neu- 
rotoxicity characgeristie of Dihydrostreptomycin Sulfate, 
the crystalline fotm the following signifieans advantages: 


|| 
WA 
SS | 
| 
| 
) 
| Dik mycin Sulfa | 
ty Merck & Co., Inc. 
q 
: 
t 
© Unsurpassed uniformity 
Mc J Maximum freedom from impufifies, 
Free descriptive booklet 161 Avenue of the Ane) 
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independent of liver sources 


VITAMIN B,, CONCENTRATE GLAXO is derived from a new 

_ source, the mould streptomyces, and produces all the known 

effects of liver extracts in the treatment of pernicious anaemia 

and the macrocytic anzemias of sprue and pregnancy. Rt 

can be given even in cases already sensitized to liver. The 

hugh Vitamin Biz equivalent *20 — 50 micrograms per 

ts microbiologically standardized, ensuring consistent 

therapeutic achvity Moreover, Vitamn Biz Concentrate 
~~~ “Glaxo substantially reduces the cost of treatment, 


VITAMIN B,, 


* Issued in two strengths — 20 6r 50 micrograms per cc. 
lo boxes of 6 x | te ampoules. 


GLAXO LABORATORIES (INDIA) LTD., BOMBAY « CALCUTTA « MADRAS 
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_ rundown conditions, for restoring appetite 
end strengthening the nerves, and for 
contains al) the important factors of 
B-Complex and the Glycerophosphates 
essential for improving the metabolism. 
ARLE PACKINGS op 6 Ok GE 


ging tone 


WORL! CHEMICAL WORKS LTD. 
18. 


constipation, etc. 


; 
Available in packings of 6 oz. & 13 ozs, 


WORLI CHEMICAL WORKS LTD 


BOMBAY 


408 
‘Please write for and get your Free Copy of “The Physician’s Rest Hour.” 
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Sylphatriad 


Sulp 
ew drug: -cherapy- 
More chan idea in sulphe stalluria. 
fundamental ed to eliminate ful 
mp 


AMONG SULPHONAMIDES IT’S 


‘SULPHATRIAD’ 


Brand COMPOUND SULPHONAMIDE TABLETS 


EACH TABLET CONTAINS _ SUPPLIES: 

Sulphadiazine 0185 Gm. 25 x 0-50 Gm. tablets 
Sulphathiazole 0-185 Gm. 100 x 0-50 Gm. tablets 
Sulphamerazine 0-130 Gm. 500 x 0-50 Gm. tablets 


Literetwure 'en Request 


nnteurty MAY & BAKER LTD. 


Oistributers: MAY & BAKER (INDIA) LTO., BOMBAY-CALCUTTA-MADRAS-LUCKNOW 


* Trade Mark 
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«Sulphatriad 

Pi therapeutic doses without fear © 

cations. 

: Comprised of three of the most powerful 

sulphonamides _sulphadiazine sulphathiazole and 

sulphamerazine a special combination based on 

clinical research, it opers the entire range of 
* conditions for which he individual compounds 

‘ / been hitherto employed: 
| 
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P. A. S. ‘WB’ 


Sodium para-amino Salicylate 
IN THE AMBULATORY TREATMENT OF 


TUBERCULOSIS 


Containers of 100 and 250 g. Sodium Powder 
Containers of 100 and 250 tablets of 
0.41 g. sugar and enteric-coated. 


“WB” Specialities 


Nicotinic acid -.. Pellagra and associated symptoms. 

50 x 100 mg. ampoules rite 

Thiouracil Hyperthyroidism therapy. 

0.05, 0.1 & 0.2 tablets 

‘WB’ Brand, 1 oz powder --- Fungal infections of the skin. 

Acetomenaphthone ... Treatment of all haemorragic 

2 mg. & 10 mg. tablets conditions. 

Nicotinamide --» Prophylaxis and treatment of 

50 & 100 mg. tablets defficiency states, pellagra, 

0.1 mg. ampoules glossitis, Saskees etc. 

‘WB’ Sulphacetamide . Ocular infections. 

10% & 30% solutions Blepharitis, conjunctivitis. 

1 drachm Eye Ointment 

15 g. Skin Ointment Skin infections. : F 
Impetigo contagiosa, keloid 
acne etc. 

25% Nikethamide Circulatory and cardiac 

2 cc. ampoules stimulant. 

15 cc. liquid oral 


THE ORIGINAL MANUFACTURE OF 


WARD, BLENKINSOP & CO. LTD., 
LONDON’ :: WIDNES. 
ENGLAND 


SOLE IMPORTERS FOR INDIA 


WARD, BLENKINSOP & CO. (India) LTD., 


1-110, Haines Road, 
Phone : 40060 Worli BOMBAY - 18 
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MANUFACTURED BY 
LANTEEN MEDICAL LAB. INC. 
EVANSTAN, ILL. U.S.A. 


A COMPOUND PROTEIN HYDROLYSATE CONTAINING B COMPLEX FACTORS & MINERALS 
“PROTEIN CONTAINS THE MAGIC OF LIFE” 


AVAILABLE IN SEALED BOTTLES OF 4 O7S. 


100 grams will supply : 


Protein (90% Soluble) 4&9 grams” 
Carbohydrates grams 
lron (300% MDR) 30 mg. 
Thiamine (1500% MDR) 15 mg. 
Riboflavin 7.5 mg. 
Niacin 40.0 mg. 
Pyridoxine 2.5 mg. 
Folic Acid 2.0 mg. 
Pantothenic Acid | 12.5 mg. 
Choline 125.0 mg. 
Biotin 30 mg. 


Plus other B Complex factors and minerals 
such as Calcium & Phosphorus etc. natural 
to yeast, liver and milk. 


P, O. Box 1041, Bombay 1. 
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MACOTIZINE is applied as a Poultice over 
the entire thoratic wall, for, its — a 
onged warmth reduces the danger of 

plications. 

There are probably very few products in 
which combination of ingredients like Glycerine, 
lodine and Boric Acid are so much propor- 
fionately compounded. 


BRAND-— ANTISEPTIC POULTICE 


DECONGESTIVE BACTERIOSTATIC 


Sample on request 
Manufactured by 


MAC LABORATORIES LTD. 
Regd. Off: 96, ZAVERI BAZAR, BOMBAY 2 
Phone 34551. 


NEW! 
SUCCINATE-SALICYLATE THERAPY 
IN 
RHEUMATIC ARTHRITIS 


(Calcium Succinate-Sodium Salicylate enteric coated tablets) 
ANTI-ARTHRITIC 
ADVANTAGES 
OVER THE USUAL SODIUM SALICYLATE THERAPY 


ENABLES the use of Sédium for with 
perfect tolerance. 

MAINTAINS the sedative effect brought about by Sodium Salicylate. 

INCREASES tissue oxidation 


DOSE: 3 to ¢ tablets 3 times daily. Bottles of 100. 
Particulars from: RAPTAKOS, BRETT & CO. LTD., WORLI, BOMBAY. 
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FACTORS CONCERNED 
IN HAMOPOIESIS 


VITAMIN 
B COMPLEX | 


~ THEY ARE ALL HERE 
IN Alembic’s CAPSULES 


FOR ANA MIAS. 


(PLAIN OR WITH FOLIC ACID) 
Bottles of 2/, 42, & 84 Capsules: 
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Introducing 


INFALLIBLE 
IN 


DYSENTERY Today more people 


are in a state of nervous 
depression than ever 
before. Hence in most 
cases wherever the 
trouble may lie, the 
nervous sysiem calls 
for special attention. 
Phospholecivit is a 
very comprehensive and 
palatable composition 
for nervous prostration 
ordebility because it 
combines Glycerophos- 
Each & gr. Tablet Contetns ¢ phates and Lecithin with 
Kurchi Bismuth lodide 14 & Vitamins 
lodo-Chloro-Hydroxy- 
Quinoline + gr 


Kaolin 2 grs. 


* 


THE ORIENTAL RESEARCH & 
CHEMICAL LABORATORY LTD, 


SALKIA @ HOWRAH, 
LISTER ANTISEPTICS 


e BOmBaAY. 


May, 1951 
SNS S 
“aq 
4 | 
| 
4 
d 
y 
S 
q | 
82 
EcIVIT 7 
When replying, please mention the Journal of the . | 


ASOKA CORDIAL CO. 


An unfailing uterine Tonic to cor- 
rect intractable female diseases. 


PV INOPHOS 


A quick 
containing Glycerophos- 
hates, Pepsin, ‘Mait 
xtract and Alcohol in 
balanced proportions. 


5, ROYAL EXCHANGE COMPOUND 

in Hysteria. 


CAFOLIN 
>” A rational Cough Mixture. 
An effective combination of 
well known indigenous 
herbs and B, P. drugs. 


VITALAX 


The Vitamin Laxative, 
Curative and Preventive. 
Containing vitamin B-Complex 
and Phenolpthalein. 
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‘DETTOL for Protection 


ATLANTIS (EAST) LTD. 
P. ©. Box No. 664, Calcitta 


FAIRDEAL 


CRULIVEX ELIXIR 


WHOLE LIVER EXTRACT 
with VITAMIN B COMPLEX and IRON 


ia Macrocytic & Microcytic Anaemias. 

Presenting each Suld eunce— 

LIVER Whole liver digest 15 gms. 


VITAMIN B COMPLEX ... Thiamine 8 mg; Riboflavin 2 mg. 
Niacin 20 mg; Pyridoxine 2 mg. ‘ 


FOLIC ACD . 
IRON 


THE FAIRDEAL CORPORATION LTD. 


142-48, GHODBUNDER ROAD, JOGESHWARI, BOMBAY 


©. BAG 1925, BOMBAY ©. BOX 1368, DELHT 
BOX 8913, CALCUTTA ©. BOX 1667, MADRAS 
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( Spectrophotometrically standardised ) 
Attractively Flavoured — Sweetened to ensure full patient acceptance. 


ded for the care of the younger 

generation, the invalid, the con-. & xe 

-Walescent, the aged, the expectant ‘ESTO wal 
and nursing mother and is fortified 

richest natural sources. 


NESTOMALT 


MAKES:A NUTRITIVE DRINK, BENEFICIAL)TO ALL 


NESTLE’S. PRODUCTS (India) LTD. 
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COMPOSITION: 


INDIAN CHEMICAL & THERAPEUTICAL WORKS LTD. 


68, Barrackpore Trunk Road . Calcutta—2. 
MADRAS DEPOT. 14-15 SECOND LINE BEACH @ MADRAS—!. 


NOW AVAILABLE. EVERYWHERE 
P.A.S. 


TABLETS 


LOW TOXICITY ADJUVANT IN TUBERCULOSIS 


PARA-AMINO-SALICYLIC-ACID 
5 GRAINS PER TABLET. IN BOTTLES 
OF 200, 500 AND 1,000 TABLETS 


Manufactured by 
-INDO-~PHARMA 


PHARMACEUTICAL WORKS 
4 SOMBAY 14 CALCUTTA 13 


LITERATURE ON REQUEST 
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“JOHN WYETH BROTHER LIMITED, LONDON” 
Distributors im india and Burma: GEOFFREY 
Bombey - Caicutes - Dethi 


Men 


growing child, hyperthyroid jadivi- 
dual, or the pationt with a wasting disease, may not 
requirements. (ntake must equal output to 
therapy 
1 te therefore, Indicated. But even when require- 
gents are normal, today's diets often result ia 

inadeqarte Intake of essential! 


supplies an effective quantity of sx 
vitamin factors. It is, therefore, indicated 
abnormal nutritional requirements 
Wmadequate diets. 


MULTI-VITAMIN CAPSULES 


MANNERS & COMPANY, LIMITED 
Madras - Rangoop 


Pakincan: GEOFFREY MANNERS & CO. (PAKISTAN). LTD. 
Cayton: MELLERS UIMITED, Colombo 
ANGLO.THAI CORPORATION AIMITED, Sihgepore & Grenches 
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growing requirements of the are 


MOST IMPORTANT, 
FACTOR TO BUILD 
MODERN LABORATORIES 
AND INDUS TRIES 


SCIENTIFICINDIAN GLASS (0 


6 -“CAICUTIA 


to 


i 


‘Anti ic Rs. 7-8. $h 15 yr Pat Ral 
‘Heal Rs. 2-0. or Sh. 4. ” ” 


sBoth-together Rs. 9; or'18°Sh. a° year. 


The Maniger, ‘ANTISEPTIC. : : : 32324, Thambu Chety ‘St, Pat Box 166,-MADRAS. 1 


CALCUTTA : 
: Pk. 4630. 


Of the Indian Medical Association 


| 
Ob INJECTABLES | 
Safe & Dependable | 
new | 
| @xiploying double 
| Injectables are therefore guaranteed to be 
ij 
| *BEVITAMING Vitamin B, | 
THE *CEVITAMIN... Vitamin C. | 
“GLUCOSE SOLN. Pure Dextrose | | 
| || The: Testing Laboratory. Lid,, | 
The corm every January | 
Subscription may CAL | 
rom any period) 
LONDON : BOMBAY : 3 
Mr. A. Vernon Keith, Mr. 0. Wheeler, S 


May, 1951 Jad. A. ADVERTISER 


The healthy functioning ofa... 2 
woman’s ductive system 
influences h generat health’) 
and energy DMS => = 

ASOKOLETRiSois:- Welk ibalame 15) lo 
ced uterine tonic that will 


Sirdar «Mubarak Manzil, Mahatma Gandhi 
Kanpur Apollo Street Road 


ad) 


motion of uterine and ‘retrace 
to check menorrhagia and 


haemorrhage. Disintegrates immediate rate and re- 
ins its pote ney ever long periods Kp 


I 
AATAM JAY 


Office: Bombay Branch: Lucknow Depot: 


LITERATURE.) OM Thiet 
ON 
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(T-Todo-S Ghilore-8: Hydroxy-Quinoline) 
Clinical trials have confirmed that ENTEROZOL 
is capable of destroying both the vegetative and 
cystic forms of Entamoeba Hystolica. The possibi- 
lity of relapses after oral Enterozolcourse is remote. 


TUBES OF 20 & BOTTLES 100, TABLETS... 


<i 


UNION ORUG CO.,LTD: CALCUT 


s | 


West 1034 “BENZOIC” CAL. 


2 eilor 


i 


AND ULPRAVIQLET 
PROTEOLYSED LIVER EXTRACTS — (American Make) 


“DIRECT 
Palatablesanid erican e 

| 5.8 404. Burs & OTHER 


MURRAY & 
SWADESHI MILLS ESTATES, 
New Queen's Road, 
BOMBAY 4, 


so} 1698 NFRA RED LAMP (English Make) 
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CIRRHOSIS OF THE LIVER IN MADRAS PROVINCE, 
SOUTH INDIA*® 


G. D. VELIATH, M>D., D.T.M., 
2 Professor of Pathology, 
AND 
S. SRINIVASACHAR, B.sc., M.B.B.S., 
Research Assistant, 
(Department of Pathology, Stanley Medical College, 
Madras). 


INTRODUCTION 


The word cirrhosis is derived from the Greek 
word “Kirrhos” meaning tawny yellow. It was first 
used by Laennec in 1826 to describe the indurated 
brownish yellow hobnailed livers which he found often 
associated with chronic alcoholism. The emphasis on 
the yellow colouration, however, receded to the back- 

und and cirrhosis has now come to be synonymous 
with diffuse fibrosis. In the case of the liver a fibrotic 
condition can be the common end-result of a variety of 
lesions of whose origin and pathogenesis it may reveal 
little knowledge. In some cases of diffuse fibrosis of 
the liver the specific etiological agent can be identified 
and the pathogenesis understood—thus we speak of 
syphilitic cirrhosis either congenital or acquired; car- 
diac cirrhosis resulting from long continued venous 
congestion; pigmentary cirrhosis associated with 
hzmochromatosis and biliary cirrhosis due to infection 
or obstruction of the biliary channels. When these 
types are eliminated there still remains a large group 
of diffuse fibrotic conditions of the liver generally known 
as portal or Laennec’s cirrhosis, about whose etiology 
there has been much confusion and the issues are 
unsettled even today. 


For many years alcohol was thought to be the 
causative factor and the condition is even now referred 
to sometimes as alcoholic cirrhosis. But there was no 
clear conception or general eement as to how 
alcohol brought about the fibrosis. Observation of 
cases especially in tropical countries showed that portal 


* All the data made use of in this article were gathered in 
the course of an investigation into the Causation and Pathogene- 
sis of Cirrhosis of the Liver in Madras Province under a grant 
sanctioned by the Provincial Research Council, Madras. 


or Laennec’s cirrhosis was widely prevalent in peoples 
and races who abstain from alcohol on religious or 
other grounds. Thus the importance of alcohol as the 
sole cause of cirrhosis rapidly dwindled, but no other 
agent could be found as the causative factor and the 
genesis of portal cirrhosis remained vague and obscure. 
There was, however, a general agreement that the 
condition represented the end-result of some insidious 
slow-acting agent nibbling or destroying the liver in 
bits. This slow and oft-repeated destruction of the 
liver cells resulted in replacement fibrosis and com- 
pensatory hyperplasia from the unaffected healthy 
cells, ultimately producing the fibrosis and nodularity 
characteristic of Laennec’s cirrhosis. The difficulty, 
however, was to find out the agent or agents that 
brought about this change. This was the position until 
a few years ago. 


Recent experimental work has thrown a flood of 
light on this obscure position and contributed much to 
our knowledge and understanding of cirrhosis of the 
liver. One of the major results of these experiments 
has been the conception that certain spedific food 
materials were essential for the well-being of the liver 
parenchyma and that deficiency of these nutriments 
can produce damage to the liver as serious as any 
noxious substance. This has opened out new ground 
as yet unexplored in our interpretation of cirrhosis of 
the liver and that vague group of diseases of this organ 
known as the yellow atrophies. Animal experiments 
(Gyorgi and Goldblatt, 1939 and 1942; Himsworth 
and Glynn, 1944) have shown that two distinct types 
of hepatic lesions are produced by deficient diets. In 
one case there is a disturbance in the transport and 
utilisation of fat resulting in’an interise fatty infiltration 
of the liver cells. These cells bloated with fat globules 
bring about varying degrees of sinusoidal compression 
and impair intralobular.. circulation. When 
continued this leads to malnutrition of the liver cells 
which gradually die followed by fibrous displacement, 
ultimately deyeloping into a diffuse fibrosis resembling 
Laennec’s cirrhosis. The nutritional defect responsible 
for this result is mainly the lack of choline—one of the 
B complex vitamins or proteins containing the essen- 
tial amino acid, methionine. The macroscopic and 
microscopic appearance of the liver in these conditions 
is characteristic. To the naked eye the liver is tawny 
yellow in colour and microscopically bands of fibrous 
tissue separate irregular groups of liver cells intensely 
loaded with fat. The clinical pattern shows a slow 
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insidious onset, the arresting complaint being the pro- 
gressive development of ascites. Jaundice is usually 
absent except sometimes in the very late stages. 


The other hepatic lesion brought about by deficient 
diet in experimental animals is massive necrosis which 
either ends fatally or tends to heal with resultant 
scarring and nodular hyperplasia. The diet deficiency 
that brings about this lesion is attributed to the absence 
of sulphur-containing argino acids—cystine and methio- 
nine. Repeated attacks of sub-acute necrosis with 
healing results in diffuse fibrosis and nodularity of the 
liver. Similar necrotic lesions of the liver with ulti- 
mate fibrosis may be brought about by other agents— 
toxins or virus. In all these cases repeated attacks of 
jaundice will be a characteristic feature in the clinical 
history and to the naked eye the liver presents a coarse 
nodularity. If we accept the conclusions of these 
animal experiments as applicable to man, then it is 
evident that a careful clinical history with a study of 
macroscopic and microscopic appearante of livers in 
cases of cirrhosis will yield clues as to their patho- 
genesis and possible etiology. A fatty cirrhotic liver 
of slow insidious onset especially from a poor economic 
strata of society can be looked upon as nutritional in 
origin, while a history of repeated attacks of jaundice 
will point to a post-necrotic cirrhosis. 


This paper deals with a study of 121 cases of 
portal cirrhosis of the liver with special reference to 
their clinical history and naked eye and microscopic 
appearances of the livers. These were treated in the 
three main hospitals of the Madras Province, S. India, 
attached to the Medical Colleges—the General Hospital 
and the Stanley Hospital, Madras and the King George 
Hospital, Vizagapatam, and came up ultimately for a 
complete post-mortem examination. 


All these cases belong to a low economic strata of 
society. No definite details about the nature and 
quality of their diets were available. The only informa- 
tion we could gather was that they were all generally 


poor. 
Ace ANp Sex DistriBution 


50—59 
70 and above 


__In six cases, no definite information about the age 
of the patient was available. 
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_ The ratio of the incidence of portal cirrhosis of the 
liver in males as compared to females is 4-5 to 1. 


CirrHosis Fottowinc Fatty INFILTRATION 
OF THE LIVER 


57 cases (47-1%) showed the histological pattern 
of fatty cirrhotic liver. They sought admission to the 
hospital for the main presenting complaint of gradually 
developing ascites and cedema of legs. Nine cases 
were admitted in an almost moribund condition. The 
degree of the fatty infiltration of the polygonal cells 
of the liver and the extent and density of the fibrosis 
varied. In some cases, almost every liver cell was con- 
verted into a globule of fat and thick condensed fibrous 
bands separaied groups of fat-laden liver cells, while 
in some others though the intensity of the fatty change 
was the same the fibrosis was not appreciable (Figs. 1, 
2 and 3, Plate 1). It is significant to note that even in 
the latter cases with practically very little formation of 
fibrous tissue, well-marked ascites was a prominent 
feature. This leads one to the conclusion that in these 
cases—fatty cirrhotic livers—portal venous obstruction 
is not the result of fibrous formation but of conditions 
in the liver that precede the development of fibrous 
tissue. Well-marked fatty infiltration of the liver is 
alone sufficient to bring about varying degrees of 
portal obstruction with the formation of gradually 
developing ascites, the main arresting complaint for 
which these patients usually seek admission in a 
hospital. 


Cirrnosis Fottowinc ATTACKS OF JAUNDICE 


24 cases (19-8%) gave a clinical history of a 
previous attack or attacks of jaundice. Apart from 
this characteristic feature, the signs and symptoms were 
similar to the previous group—slowly developing ascites 
being the most important presenting condition. The 
naked eye appearance of the livers varied. A few cases 
showed a coarse nodularity but these were relative and 
merged insensibly with the apperances presented by 
the cirrhotic livers in the other groups. Micro- 
scopically, loose or condensed bands of fibrous tissue 
separated irregular groups of liver cells (Fig. 4, Plate 
1). The picture of early fibrosis with the formation of 
thin strands especially around the portal spaces seen in 
some of the fatty cirrhotic livers was not present. 


CIRRHOSIS WITH NO FaT IN THE Liver CELLS 
Anp no History or JAUNDICE 


In 40 cases (33-1%) no fat could be detected in 
the polygonal cells of the liver. Their clinical history 
made no mention of an attack or attacks of jaundice. 
Slowly developing ascites and cedema legs made them 
seek admission in the hospital. Microscopic picture of 
the livers in these cases showed irregular groups of 
liver cells separated by loose or condensed fibrous 
tissue (Fig. 5, Plate I). The thin fibrous formation 

resent in the early cirrhosis of fatty livers was not seen. 
t will be noted that the histological structure of these 
cases showed a more or less close similarity to the 
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Fig. 1—Fatty cirrhotic liver. 
well mark 


Fie. 4—Cirrhesis of liver following 

attacks of jaundice. Showing thick bands 

of fibrous tissue separating irregular 
groups of liver cells. 


H & E x 50 


PLATE I 


Showing 
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Fie. 3—Fatty cirrhotic liver. 
very little fibrosis. 


Fie. 2—Fatty cirrhotic liver. Showing 
moderate fibrosis. 
& E x 50 


Showing 
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Fig. 5—Cirrhosis of the liver with no 

fat in the liver cells and no history of 

jaundice. Showing irregular groups of 

iver cells separated by thick bands of 
fibrous tissue. 
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PLATE II 


Case No. 2355/44. The 


Fig. 1—Left suprarenal gland. 
after 


patient developed shock following a craniotomy 


prolonged labour. No abnormal blood loss. Survival 8 hours. 
The section shows marked ae of the sinusoids (A) 


the middle-zone (B). 
H & E x 80 


and areas of early degeneration 0 


Fig. 3—Anterior lobe of the pituitary body. Case No. 
1788/44. The section shows marked congestion and early 
thrombosis of the sinusoids (A) and early degenerative change 
involving a group of cells (B). ¢.f. Fig. 2. 
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MUKHERJEE & DEY—A Study on Obstetric Shock 


Engraved & Printed by 
Rengal Autotyne 


‘Fie. 2—Right 


suprarenal gland, Case No. 1788/44. 
Obstetric shock after manual removal of placenta. 
Haemorrhage approximately 450 ¢.cs. A case of mild pre- 
eclamptic toxaemia. The section shows subcapsular 
haemorrhage (H), thrombosis of a subcapsular vein (T) and 
vascular congestion and early thrombosis (A) in the superficial 
cortical region. The cells in the adjoining area show evidence 
of early degenerative change. 
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Photograph of baby in case reported 


Pat—An Interesting Case of “Monster” 
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pattern seen in the cases of cirrhosis following attacks 
of jaundice. 


Discussion 


Cirrhosis of the liver is widely prevalent in 
Madras Province, South India. An analysis of nec- 
ropsy figures collected upto the end of 1949 showed 
3-7% in Madras and 7-2% in Vizagapatam or 5-45% 
taking the Province as a whole. They are consider- 
ably higher compared to the figures in Europe, 1% in 
Berlin (Menon and Annamalai, 1935) or even Ceylon 
3-07% (Fernando and others, 1948). Many tropical 
diseases have been incriminated by various workers as 
etiological factors contributing to this predominance, as 
malaria (Hughes, 1933), bacillary dysentery (Menon 
and Annamalai, 1935), amoebic dysentery (Rogers 
and Megaw, 1946). Food deficiency as a factor of 
importance in the causation of cirrhosis of the liver 
especially in the tropics has not yet been fully appre- 
ciated. In Ceylon, Fernando and others found lipo- 
trophic deficiency in the diet as the cause of cirrhosis 
in 48-8% of 43 patients in whom a detailed dietetic 
history was available. 


Taking into consideration the clinical history and 
the histological picture of livers, we have described our 
cases in three groups: 


Cirrhosis following fatty infiltration of liver cells 57 (47-1%) 


Cirrhosis following attacks of jaundice . 24 (19-8%) 
Cirrhosis with no fat in the liver cells and no 
history of jaundice indi 4 (33-1%) 


The microscopic appearance of livers in fatty 
cirrhosis is characteristic, with most of the liver cells 
more or less converted into fat globules and varying 
degrees of fibrous formation (Figs. 1, 2 and 3, Plate I) 
and it can be easily made out even in a liver biopsy. On 
an analogy with the results of animal experiments the 
cause of this condition is evidently a nutritional defect 
—tither a high fat diet or one deficient in lipotrophic 
factors. From the economic condition of these 
patients a high fat diet can be ruled out. These cases 
are therefore due to malnutrition resulting in a defi- 
ciency in lipotrephic factors in the diet—vitamins like 
choline, and proteins containing the essential amino 
acid, methionine. This group can therefore be called 
‘Deficiency Cirrhosis’. 


The histological pattern of the other two groups 
shows a close similarity. We are inclined to think 
that the pathogenesis of both is the same—some factor 
destroying the liver cells in larger or smaller groups. 
Only in one type the necrosis and destruction of liver 
cells was of sufficient severity to cause visible jaundice 
while in the other, the attacks being milder, they 
passed unnoticed. They represent grades in the same 


_ mode of formation, the difference being only in degree. 


The agent responsible may be toxin, virus or even 
food deficiency of a different character—the absence 
of thio-amino acids, And in the present state of our 
incomplete knowledge we shall use the non-committal 
‘tefm ‘post-necrotic cirrhosis’ for thesé two groups. It 
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must be mentioned that essentially every case of portal 
cirrhosis including the fatty or deficiency cirrhosis is 
a post-necrotic cirrhosis—slow destruction of liver cells 
with replacement fibrosis, only in the deficiency group 
we know how the destruction is brought about while 
in the other we are in the dark. Therefore, from an 
etiological standpoint these 121 cases can be classified 
into two broad categories: 


Deficiency cirrhosis 57 (47-1%) 
Post-necrotic cirrhosis .. . 64 (52-9%) 


The fact that about half the number in this series 
of cases come under the category of deficiency cirrhosis 
is significant. It shows that malnutrition is the most 
important factor in the causation of cirrhosis in the 
Madras Province, S. India. This may also explain the 
greater incidence of cirrhosis in this province and in 
tropical countries in general as compared to Europe 
and America—the crucial factor being deficiency in 
diet. 


It is noteworthy that deficiency cirrhosis is a 
reventable disease. It is also amenable to treatment 
in the early stages before the fibrosis is well advanced 
and which can be easily ascertained by a liver biopsy. It 
is seen from our cases that ascites may develop even 
with very little formation of fibrous tissue, when the 
liver is only in an advanced stage of fatty infiltration. 
In these cases it is possible that the disorder can be 


“corrected and the overload of fat gradually removed 


from the liver if the derangement in the transport of 
fat can be rectified. Making good the nutritional 
defect by the supply of choline and methionine will 
obviously do 


The etiological agents causing post-necrotic cir- 
rhosis cannot be determined. Neither malaria nor 
ameebic dysentery nor bacillary dysentery was found 
so uniformly associated with our cases as to suggest 
an etiologiacl relationship and they cannot be held res- 
ponsible for the cirrhotic condition. 


In some cases more than one factor is evidently 
at work. 13 of our cases which gave a history of 
jaundice showed varying degrees of faty infiltration of 
the polygonal cells pointing to a deficiency of lipo- 
trophic factors as well as necrosis of the liver cells. 


ALcoHOL AND CiRRHOSIS 


The role played by alcohol in the genesis of 
Laennec’s cirrhosis has ‘remained ill-understood for 
over a hundred years defying all attempts at positive 
proof or complete repudiation. The first suggestion of 
a possible relationship between chronic alcoholism, 
fatty infiltration and cirrhosis of the liver was made 
by Thomas Addison, Physican to Guy's Hospital, 
London, (Addison, 1836). Rokintanzky (1849) and 
Trousseau (1870) drew attention to fatty infiltration 
as a frequent finding in the early stages of cirrhosis. 
In a critical and comprehensive réview of the ‘experi- 
mental work oni aleoholic cirrhosis; Moon (1934) cofi- 
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cluded as follows: ‘without minimising the contribu- 
tory or predisposing influence which alcohol may 
exert, it must be concluded that experimental evidence 
has not substantiated the belief that alcohol is a direct 
cause of cirrhosis.’ Connor (1938) brought forward 
evidence to show that the fatty infiltration which is 
very often found associated with alcoholism was a pre- 
cirrhotic condition—the first stage in the development 
of fibrosis, the fat-laden liver cells producing sinusoidal 
compression and vascular interference. Recent animal 
experiments by Best and others (1949) have shown 
that alcohol is not toxic to the liver cells or, to be more 
precise, is only as toxic as a quantity of cane sugar of 
the same caloric value. Thus the hitherto obscure 
relationship between chronic alcoholism and Laennec’s 
cirrhosis becomes clear. It is not the alcohol but the 
deficient diet of alcoholics that is responsible for the 
cirrhosis. Indulgence in alcohol with an adequate and 
well-balanced diet will not cause cirrhosis. Thus the 
role played by the alcohol in the genesis of Laennec’s 
cirrhosis is found to be its frequent tendency to bring 
about conditions like loss of appetite, gastritis and 
poverty whose cumulative effect is a defective intake 
and absorption of food. It is a deficiéncy cirrhosis, 
alcohol helping to bring about the deficiency. 


In our series only in 9 cases (7:4%) mention 
was made in the case sheets of indulgence in alcohol. 
Almost every worker (Menon and Annamalai, 1935), 
(Tirumurthi and Radhakrishna Rao, 1934) has dis- 
counted the importance of alcohol as a significant factor 
in the etiology of cirrhosis in South India. ; 


SuMMARY 


121 cases of portal cirrhosis of the liver treated 
in the three main hospitals of the Madras Province, 
South India, which later came up for a complete post- 
mortem examination are studied with reference to 
their- clinical history and macroscopic and microscopic 
appearances of livers. 


57 of these cases (47-1%) showed a histological 
pattern of fatty infiltration with varying degrees of 
fibrosis. On an analogy with inferences from animal 
experiments they are classified as ‘Deficiency Cirrhosis’ 
—the fatty infiltration being the result of a deficiency 
in food of lipotrophic factors like B vitamin choline and 
proteins containing the essential amino acid methionine. 


Nutritional deficiency therefore forms the most 
important etiological factor in the causation of cirrhosis 
of the liver in Madras Province, South India. 


It is noteworthy that these cases are not only 
preventable but are also amenable to treatment in the 
early stages before the fibrosis is well advanced, which 
can be ascertained by a liver biopsy. Ascites may 
develop even at the stage of well-marked fatty 
infiltration. 


64 cases are classified as ‘Post-necrotic cirrhosis’. 
The factors producing this condition are not 
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known. Neither malaria nor amcbic dysentery not 
bacillary dysentery is found responsible for the cirrhosis. 


Alcohol plays no significant role in the etio! 
of cirrhosis in Madras Province, S. India. 04 
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(Continued from the previous issue) 


Shock is generally accepted as the manifestation 
of a state of depleted circulation. But if alterations in 
hemodynamics and deficient oxygenation were the 
only factors concerned in the fatal outcome of obstetric 
shock, restoration of the circulatory volume with fluid, 
plasma, or blood, and oxygen would have been an 
effective therapy in all cases. In actual practice, how- 
ever, it is found that the answer is not simple: In 


not a few cases, neither infusions nor transfusions fail | 


to resuscitate the patient, if the treatment has not 
been started in the very early stages of the disease. It 
naturally follows that when shock persists for a cer- 
tain length of time certain changes occur in the body 
which prevent the restoration of the circulatory equili- 
brium although the circulatory volume is regained. A 
search for the factors responsible for this has been 
made from the study of necropsy materials. In this 
connection the work of Sheehan (1937) is important. 
He pointed out that the principal pathological changes 
in obstetric shock consist of empty blood vessels, sub- 
endocardial hemorrhage, and necrosis of the anterior 
lobe of the pituitary body. In recent years the im- 
portance of the pituitary and adrenals in shock has 
been suggested by several observers. Although experi- 
mental evidence in this direction appears to be fairly 
conclusive, the difficulty in demonstrating it in the 
human subject has been considerable. 


Degenerative changes in the pituitary are naturally 
associated with inhibition of the hormonal activity of 
the organ. Sheehan and Murdoch’s (1938) study of 
post-hemorrhagic Symmond’s disease adequately 
proves it. It is unlikely that the pituitary hormonal 
deficiency would affect the gonadotrophic fraction 
only. Involvement of the adrenotrophic factor would 
cause hypofunction of the adrenals. It is not known, 
however, to what extent such pituitary necrosis as des- 
cribed by Sheehan can be held responsible for an acute 
condition like obstetric shock. Marked suppression of 
the pituitary activity is not likely until the degenerative 
change is well advanced. Thus, marked suppression 
of adrenal cortical function should not occur until some 
time has passed after the lesion which gave rise to 
necrosis of the pituitary. On the other hand, long 
before the actual necrotic stage is reached, the pitui- 
tary gland probably remains in a state of suboptimal 
function, and thus leaves the adrenal cortex in a similar 
condition of subnormal activity. Obstetric shock is a 


hypér-acute condition, the course of the pathological 
events is short and rapid, and the demand on the 
adrenal cortex for the maintenance of equilibrium in 
the state of crisis is naturally great. Thus the appear- 
ance of signs of an acute functional failure of these 
organs under such circumstances may not be surprising. 


Long (1942) considers that the adrenal cortex is 
directly responsible for the control of electrolytes and 
water metabolism, regulation of the carbohydrate and 
protein metabolism, the working capacity of muscles, 
and provision of a mechanism of resistance to condi- 
tions of stress such as caused by shock. Hartman 
(1942) and Hartman and co-workers (1942) believe that 
the regulation of the permeability of the capillaries and 
hence of the circulating volume of blood are also under 
the influence of the adrenal cortex. Adrenalectomised 
experimental animals have been known to show symp- 
toms which simulate very closely the condition of 
shock (Cameron, 1947). To determine whether there 
is any similarity in metabolism between gbstetric shock 
and experimental adrenalectomy biochemical investiga- 
tions were undertaken in 25 cases studied by the 
writer (C.M.). These consisted of estimations of serum 
sodium and potasium, and blod urea, non-protein 
nitrogen and sugar. The results are discussed in the 
following section. 


Serum Soprum AND Porasstum IN OpsTEetric SHOCK 


From the protocol it will appear that the minimum 
value for serum potassium in the series was 24 mg. 
per 100 ml.The average potassium level for these cases 
was 30-08 mg. per cent. S.D. 5-67. The control 
study of the 25 normal cases, referred to in connection 
with hematocrit study, showed the average normal serum 
potassium to be 19-3 mg. per cent. S.D. 2-54. The 
maximum normal value obtained was 21-8 mg., and the 
minimum was 16-7 mg. per cent. Thus, in presence 
of obstetric shock the serum potassium showed a signi- 
ficant rise above normal. The extent to which the 

ium content of the plasma increased was consi- 
derable. The minimum value obtained in shock was 
appreciably more than the maximum in the normal 
series, while the maximum in shock was over 97 per 
cent above the normal maximum. The average value 
in shock was 56 per cent above the normal average, 
and 37-8 per cent above the normal maximum. 


The increase of potassium was attended with a 
decrease of serum sodium. This reciprocal alteration of 
potassium and sodium level of the serum was however 
neither parallel nor proportionate. The minimum 
value encountered was 264 mg. per cent while the 
maximum was 317 mg. per 100 mil. of serum. The 
average serum sodium in shock was 299-7 mg. per cent, 
S.D. 11-68. In the control series the average sodium 
level was 311-4 mg. per cent, S.D. 10-12. The 
maximum and minimum values were 323, and 298 
mg. respectively. The drop in the serum sodium 
level was therefore statistically significant, and was of 
the order of 3-6 per cent of the normal average, and 
7-2 per cent of the normal maximum. The minimum 
in the series of shock was 11-4 per cent below the 
minimum normal level. 
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The change in the sodium and potassium level 
just described was noted at the first evidence of the 
clinical symptoms of shock. In 12 other cases where 
shock was apprehended but did not develop “imme- 
diately” after confinement, the serum jum con- 
tent was examined in blood samples collected 5 to 10 
minutes before the actual appearance of the clinical 
manifestations of shock. The results obtained were 
(in mg. per 100 ml.)— 

23-0; 23-6; 22-9; 21-9; 25-0; 23-0; 

25:6; 22:9; 245; 23-0; 23-5. 

The average of these figures is 23-1 mg. per 
cent, S.D. 1-86, and compared with normal, the 
difference is statistically significant. From _ these 
findings it appears that some derangement of the 
normal electrolytic equilibrium takes place just before 
the symptoms of shock become clinically manifest. It 
does not seem that the upset of the sodium and potas- 
sium balance, per se, would bring about the acute fall 
of blood pressure seen in shock. The equilibrium 
between sodium and potassium in the blood is main- 
tained by the adrenal cortex. It is likely that during 
the early stage, when Nature tries to build up compen- 
sation, the resources of the ‘protector organ’ of the 
body, viz., the adrenal glands are heavily drawn upon. 
When these organs fail to meet the requirements the 
electrolytic imbalance becomes evident. The level of 
serum potassium and sodium is merely the manifesta- 
tion of the degree to which the adrenals meet the 
emergency demand. When they function at a sub- 
optimum level the plasma sodium level falls. Com- 
ar is attempted by the mobilisation of potassium. 

rise of potassium is at first compensatory, but 
soon proves suicidal, for the signs of potassium poison- 
ing are similar to those seen in shock. In fact, in the 
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series studied here, patients with 40 mg. per cent or 
more of serum potassium were beyond the scope of 
treatment. 


_ _Thé decrease of sodium and the increase of potas- 
sium content of the serum in obstetric shock are 
similar to the alterations found after damage to or 
removal of the adrenal cortex. Kendall and others 
(1936) demonstrated this in adrenalectomised dogs, 
and also showed that these animals could be maintained 
in the normal state by continuous administration of 
sodium as chloride or citrate, and adequate amount of 
glucose. Unfortunately this is not quite true in human 
obstetric shock. The improvement obtained with this 
therapy is only temporary. The reason for this obvi- 
ously lies in the hemodilution caused by saline infu- 
sions. Plasma and blood are more effective, because 
they are free from this drawback, and yet supply the 
necessary sodium in physiological form, the blood adds 
to the oxygen-carrying capacity. 


The loss of sodium in adrenal deficiency is believed 
by Kendall et al (1937) to be due interference with 
the reabsorption of sodium chloride in the renal 
tubules. Loeb’s (1939) experimental observations 
also confirm this idea. Corcoran, Taylor, and Page 
(1943) and Marchand, and Finch (1944) showed that 
in traumatic surgical shock and crush syndrome a 
pressor substance elaborated from the damaged tissues 
catises constriction of the efferent glomerular vesssels 
of the kidney. Renal cortical vasospasm has also been 
produced experimentally in crush injury by Trueta 
an co-workers (1947). This vascular spasm interferes 
with the function of the tubules and causes degenera- 
tion, leads to sodium loss and predisposes to potassium 
retention. 


Protoco. or CASES 


Serial No Reg. No. Sodium Potassium 
1. 1885/44 306 27 
2. 2354/46 300 31 
3. 45/43 298 35 
4. 571/43 304 x 
5. 1159/44 300 28 
6. 743/44 284 40 
7. 1310/44 300 28 
8. 561/43 300 30 
9. 2355/44 270 40 

10. 320/ 302 28 
11. 1788/44 290 38 
12. 729/44 309 28 
13 152/43 304 32 
14. 654/ 310 27 
15, 266/43 310 28 
16. 2005/43 264 43 
17 2275/44 317 24 
18. 358/43 306 26 
19. 587/43 38 24 
2113/44 298 39 

21 1590/46 306 29 
132/44 292 38 

23. 2635/44 306 27 
24 457/45 298 24 
25. 261/45 300 25 


2 
~ 


’ All results are expressed in mg. per cent. Results: G—Recovery. D—Death. 


Average : 


Sodium—299-7, S.D. 11-68; Potassium—30-08, S. D. 5-67, 


Urea—57-4, S.D. 16-40; N.P.N.—48-7, S.D. 11-84. - 
Sugar—73-7, S.D. 10-86. 
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AZOTAEMIA IN OssTETRIC SHOCK 


An outstanding feature of obstetric shock, 
especially in its aggravated form, and in the terminal 
stages in all cases, is azotemia. Retention of urea 
and non-protein nitrogen in the blood occurs, of course, 
in many conditions other than shock, e.g., nephro- 
pathic states, persistent vomiting, intestinal obstruc- 
tion, and paralytic ileus. The azotemia in these cases 
is usually explained by tissue destruction and toxic 
absorption. Such an explanation in obstetric shock 
could apply only to those cases in which extensive 
tissue trauma is present. But some other explanation 
must be found for cases which are not associated with 
trauma, and since the xtiology is varied it is tempting 
to look for some factor which is common to all cases. 


The protocol will show that while the minimum 
blood urea and non-protein nitrogen were 37 and 36 
mg. per cent respectively, the maximum correspond- 
ing values were 94 and 73 mg. per 100 mi. of blood. 
The average blood urea was 57-4 mg. per 100 ml. 
S.D. 16-40. The average non-protein nitrogen value 
for the series was 48-7 mg. per 100 ml. S.D. 11-84. 
In the control series the averages for urea and non- 
protein nitrogen were 21-4 mg. S.D. 3-91, and 22-2 mg. 
S.D. 3-14 respectively. The retention of urea and 
non-protein nitrogen in obstetric shock is thus signi- 
ficant, and appear to be to the extent of 168 per cent 
for the former, and 108 per cent for the latter. The 
minimum values in obstetric shock were found to be 
higher than the maximum values in the normal series. 
It is of interest to note that the degree of azotemia was 
approximately parallel to the height attained by the 
potassium level in the serum. The maximum retention 
was observed in the case where the serum sodium was 
lowest and the serum potassium was highest. 


There is however one interesting feature of this 
azotemia. The nitrogenous retention was not a 
manifestation of the early stage of the disease. In none 
of the 12 cases referred to in the preceding section, 
where blood samples were studied before the onset of 
the clinical symptoms of shock, were the blood urea 
and non-protein nitrogen values different from those 
observed in the normal series. And further, these 
values showed only slight deviation from normality in 
the very early stages of shock, i.¢., at the time when 
alterations in the sodium and potassium level were 
already evident. For the sake of comparison the 
results obtained at this stage are given below :-— 


Urea 
Maximum ae 
Minimum 
Average 


3s a 


S.D. 
Non-Protein Nitrogen 
Maximum 53 
Minimum 
Average 

S.D. 


33 a 


It will not be wrong to conclude from the above 
data that the azotemia of shock is a manifestation of 
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only an advanced stage of the condition, and is an 
expression of the marked metabolic upset present. 
Gross albuminuria was, however, not present in any of 
the cases showing nitrogen retention. 


It may be pointed out here that non-protein 
nitrogenous retention is almost an invariable feature 
in acute adrenal failure, and after adrenalectomy. Long, 
Katzin and Fry (1940) showed that the retention of 
non-protein nitrogen in the blood was associated with 
a reduction of urinary non-protein nitrogen, and that 
these effects not only followed adrenalectomy, but also 
could be rectified with active adrenal cortical hormone. 
Mayler (1936), McCance (1936) and others have 
shown that this azotemia is closely related to the 
sodium loss from the body. Harrison and Darrow 
(1939) pointed out that the loss of sodium chloride in 
the urine which occurred after the removal of the 
adrenal glands gave rise to a decrease in the glomerular 
filtration, and this in its turn caused retention of nitro- 
genous bodies in the blood. Whether the adrenal 
glands are directly concerned with the azotemia of 
obstetric shock or not, the investigations in the present 
series indicate that the disturbance in sodium and potas- 
sium balance sets in long before azotemia becomes 
manifest. The maximum nitrogenous retention was 
associated with the maximum fall of the serum sodium 
(Case No. 16). It appears therefore that the mecha- 
nism of azotemia in obstetric shock and experimental 
adrenalectomy are alike. 


Bioop SuGar 1n Osstetric SHocK 


That a state of hypoglycemia predisposes to shock 
has been established beyond doubt, especially by the 
experimental work of Selye (1946) in connection with 
what he described as the “alarm reaction”. In the 
series under investigation, blood sugar estimations were 
made to find out if any relationship existed between 
obstetric shock and level of blood sugar. The speci- 
mens were collected in fluoride tubes at the earliest 
appearance of the symptoms of shock, and the test was 
carried out immediately. 


The average blood sugar level in the series was 
73-7 mg. per cent, S.D. 10-86. In only 8 out of 
25 cases studied, the blood sugar was 80 mg. or more, 
and in 1 case only the level of 90 mg. was reached. 
In the control series, the average blood sugar was 
93-6 mg. per 100 ml, S.D. 8-84. The minimum 
normal value obtained 84 mg. per cent. The dif- 
ference between the averages of the two series is 
significant. Besides, the maximum blood sugar level 
in obstetric shock was below the average normal apart 
from shock, and the minimum value in obstetric shock 
was 38 per cent below the minimum in the control 
group. In 68 per cent of the cases of shock it was 

low the accepted minimum standard for normal 
persons. The lowest blood sugar level in this series 
was 57 mg. per cent. It may be of interest to point 
out that this was found in the patient who showed the 
lowest serum sodium and highest serum potassium 
values. The changes in the blood sugar, sodium and 
potassium were concurrent, as these values were ob- 
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tained from speci of blood collected at the same 
time. It is probable that the alteration in the electro- 
lytic balance as well as that of the blood sugar level 
were both caused by a common underlying condition. 
The adrenal cortical hormone is believed to be directly 
concerned with the oxidation of glucose in the peri- 
pheral tissues and with glucose synthesis from de- 
aminased protein radicals. Ingle (1942-43) and Reiss, 
McLeod and Golla (1943) demonstrated that adre- 
nalectomised animals were abnormally sensitive to most 
types of stress and shock-inducing stimuli. From the 
study of experimental work it appears that under con- 
ditions of stress the adrenal cortex may be incapable 
of meeting the extra functional demand, and that this 
failure initiates a train of events, which taken together 
are identical with those found in shock. It is probable 
that the reaction of the human organism to shock pro- 
ducing stimuli may not be different from that of 
experimental adrenalectomised animals. 


From the foregoing observations it is possible to 
provide a tentative explanation on a biochemical basis 
for the complex mechanism involved in the pathological 
process. Obstetric shock, whether attended with 
trauma, blood loss, or severe nervous stimulus, causes 
a fall of blood pressure, deficient circulation, and 
reduced oxygenation of the tissues. The condition of 
stress imposes a greater demand on the adrenal cortex 
in order to maintain the normal body equilibrium. The 
functional integrity of the organ may suffer at this 
stage due to (a) an inherent deficiency, (b) lowered 
vitality consequent on a fall of blood pressure, vaso- 
constriction and defective oxygenation, {c)~exhaustion 
caused by a pre-existing state of stress and strain, or 
(d) hypo-function resulting from partial failure of the 
adrenotrophic activity of the ‘pituitary, this last being 
brought about again by the disordered state of the 
circulation. The effect is a lessened resistance to 
stress, deficiency in carbohydrate storage, and an upset 
of the electrolytic equilibrium—a condition simulating 
the first stage of the ‘alarm reaction’ of Selye. If 
the disturbance in the haemodynamics is corrected at 
this early stage and the vitality of the organ is restored, 
recovery gradually occurs through a stage of compen- 
sated reaction. If, however, the initial stage passes 
unnoticed, complete exhaustion of the adrenal cortex 
occurs. As a result the plasma potassium continues 
to rise, and the blood sugar progressively falls. These 
changes aggravate the already deteriorated state of the 
circulation and the vicious cycle is completed. To 
this is now added the state of azotemia causing a 
further derangement of the disorganised metabolic and 
circulatory equilibrium. 


Post-Mortem 


Post-mortem studies reveal the picture of the late 
stages of obstetric shock and indicate the ultimate effects 
of an acute circulatory failure on the parenchymatous 
organs of the body. The initial changes which may 
have some bearing on the mechanism of shock cannot 
be studied unless biopsy materials can be obtained 
sufficiently early in the disease. In the series studied, 

‘ there were 5 deaths and detailed post-mortem study 
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was possible in 4 of them. The general features of 
morbid anatomy agreed closely with those described 
by Sheehan (1937), especially with regard to sub- 
endocardial hemorrhage, which was present in all cases. 
Three of these 5 cases showed varying amount of 
centrilobular degeneration in the liver which was of 
an anoxemic type. As the present communication 
deals with the part played by adrenal cortex in obstetric 
shock a description of only the suprarenal glands and 
pituitary body will follow. 


The suprarenal glands in all cases presented sub- 
capsular hemorrhages on naked eye examination. This 
lesion was bilateral in three cases, and affected the 
right organ only in the remaining case. In this last 
case, however, the hemorrhage was so extensive that 
the gland seemed almost disorganised. The hemorr- 
hages varied from minute petechial spots to areas 
ranging from 1 to 3 cm. in diameter. The cortex as 
a whole still looked yellow, but presented in all cases 
mottled patches of grey and red. These were 
distinct under slight magnification, and were caused 
by enormously dilated sinuses, and minute areas of 
hemorrhage. Histologicaly, hemorrhage was mostly 
confined to the subcapsular and superficial cortical 
region. Deeper down in the cortex the sinuses were 
enormously dilated and engorged with blood. Throm- 
bosis of these dilated sinusoids was noted in several 
places in almost every section examined. The cells 
in the neighbourhood of these dilated sinuses showed 
varying degrees of degenerative change. Defective 
staining reaction and pyknosis of the nuclei formed 
the commonest picture. Complete dissolution of the 
cells was not noticed in any section, but the duration 
of shock in none of these cases was more than 8 hours. 
The degeneration was diffuse and patchy. In the 
adjoining cells vacuolation was pronounced. Lipoid 
deposit was scantier than normal. The thickness of 
zona fasciculata appeared to be reduced, and that of 
the reticularis increased. This was noted in three out 
of four cases examined. The medulla in every speci- 
men examined showed diffuse and extensive hemorr- 
hage. No frank change was noticed in the chromaffin 
cells (see Figs. 1 and 2, Plate II). 


The pituitary body presented obvious naked eye 
lesions in 3 out of 4 cases studied in this series. One 
case showed a small area of hemorrhage in the anterior 
lobe just under the capsule of the gland. In all four 
specimens pale homogenous areas suggestive of necrosis 
were evident. Under low magnification these areas 
were more clearly visible. They were multiple and 
scattered, and showed no consistancy of location or 
distribution among the specimens examined. Around 
these pale areas a zone of congestion was usually 
present. Histologically, the general appearance was 
that of vascular congestion and necrosis. The vascular 
changes affected the sinuses of the anterior lobe ; these 
were considerably dilated, engorged with blood, and 
presented evidences of early thrombosis. All the 
sinusoids, however were not equally affected. The . 
change was most marked in the neighbourhood of, and 
around the area of necrosis. The necrosis was patchy 
and diffuse. Its extent varied from a small group of 
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a few cells to areas mvolvimy a considerable 
part of the gland. ‘Lhe cells in these situations showed 
a coagulative type of degeneration. The protoplasm 
had lost its granular character and affinity for difteren- 
tial staining. The nuclei were pyknotic, and were even 
absent from some of the cells. The appearance ef the 
cells suggested an ischemic type of necrosis, and this 
together with the enormous dilatation and stasis of 
the sinuses formed an interesting and characteristic 
picture. In one specimen an area of hemorrhage was 
detected underneath the capsule. The haemorrhage 
was in connection with a necrotic area, into which an 
adjacent dilated and thrombosed sinus apparently 
opened. Hzmorrhage was however not seen in other 
specimens. In two specimens small diffuse areas of 
hemorrhage were seen in the posterior lobe of the 
pituitary body. The significance of these could not 
ve interpreted (see Fig. 3, Plate Il). 

When the adrenals and the pituitary bedy obtained 
from the same patient were compared the lesions in 
both the organs seemed to be ot the same duration 
and broadly of a sunilar nature. It appeared probable 
that both organs were affected by a common under- 
lying vascular disorder. Applying this conclusion to 
the tunction of these organs it appears that if adrenal 
hypofunction develops in obstetric shock it is probably 
concurrent with pituitary hypofunction and not subse- 
quent to it. The danger of making a deduction like 
thus from post-mortem studies is obvious. The changes 
in these organs in the early stage of the disease are 
not known, and the necropsy findings do not exclude 
the possibility of deficient function of the pituitary 
developing betore adrenal dysfunction becomes evident. 


CorTicosTERONE THERAPY IN OssTErRic SHOocK 


If a primary adrenal cortical deficiency is respon- 
sible for obstetric shock, replacement therapy with 
cortical hormone should succeed in arresting the pro- 
gress of the condition. This argument formed the 
basis of the investigation to be described here. The 
first obstacle in replacement therapy of any kind is 
attended with the unavoidable difficulty of calculating 
the correct dosage. In order not to err by giving too 
small a dose, corticosterone in reasonably large doses 
was administered to a series of cases, but unfortunately 
the employment of a large dose restricted the trial 
to.a small number of patients because of the expenses 
involved,* 

For this study the cases were divided into three 
groups. Group-1 consisted of 25 patients who were 
treated on orthodox lines with transfusions, glucose, 
morphia, warmth and stimulants as and when neces- 
sary. Group 2, was composed of 25 cases in which the 
treatment was commenced with adrenal cortical hor- 
mone supplemented by resuscitating treatment as 
indicated in Group 1. The patients in these two groups 
were taken from alternate cases in hespital practice. 
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Group 3 consisted of 1Y patients who were treated 
with corticosterone alone, until it was felt that adequate 
trial with the hormone had been given, and the 
patients’ condition contraindicated any further tem 
porisation. The dose in every case where corticosterone 
was employed consisted of 15 ml. injected intramus- 
cularly at the very commencement ot symptoms, fol- 
lowed by 2 ml. every hour until recovery was in 
progress or deterioration in the condition appreciable. 
The results are summarised below : 
Group 1—25 Caszs 
Duration of Shock—Maximum—l0-5 hours. 
Minimum—2 hours. Average 6°88 hours. S.D.— 
2-52. 
Deaths—3 (12 per cent). 
Group 2—25 CasEs 
Duration of Shock—Maximum 8-75 hours. 
Minimum—1-25 hours. Average—3+74 hours. 5S.D. 
—2-08. 
Deaths—1 (4 per cent). 
Grour 3—19 Cases 
Deaths—4 (21 per cent). 
Treatment with corticosterone alone succeeded in 
2 cases only, ie, in 10-5 per cent. The duration of 
shock in these two cases was 6°5 and 11 hours res- 
pectively. In the remaining 17 cases the patients’ 
condition deteriorated to the extent of causing anxiety, 
and resuscitating treatment was therefore instituted. 
It will be seen from the summary given above 
that adrenal cortical hormone alone in absence of sup- 
plementary resuscitation produced even worse results 
than resusciiation alone. On the other hand, when 
corticosterone was combined with resuscitative mea- 
sures, the results were better than those of the other 
two groups. If the smallness of the series can be 
excused, the obvious conclusion is that restoring the 
electrolytic equilibrium and metabolic upset alone with 
adrenal cortical hormone does not seem to be enough 
for the restoration of the circulation to the normal 
state. At the same time rebuilding the circulatory 
volume and oxygen carrying capacity of the blood unly, 
does not succeed in rectifying the vicious cycle in every 
instance. From the results of this investigation, both 
biochemical and therapeutic, the responsibility of . the 
adrenal cortex in obstetric shock -cannot be easily 
ignored. Adrenal cortical hormone restores the meta- 
bolic equilibrium, resuscitation restores. the circulation. 
The failure of the adrenal cortex is evidently due to 
circulatory depletion. Post-mortem study of the supra- 
renal glands lends support to this conclusion. But 
the onus of the anterior pituitary in this direction is 
yet unknown. Once deficiency of the adrenal cortical 
function develops, a train of events follow. The blood 
sugar falls, which lowers the resistance of the patient 
to conditions of stress and strain. The sodium and 
potassium balance is upset, which causes not only a 
state of azotemia, but also a condition of. potassium 
poisoning, manifested by asthenia, further fall of blood 
pressure, impairment of cardiac activity, and -tachy- 
cardia. It is»at this stage that-the -viciotis- cycle is 
‘complete: It is obvious that at this stage two factors 
are involved in the pathological process, the correc- 


JOURNAL 
| 
| 
The ddrenal cortical extract used in these experiments 
Percorten (Ciba), which contained 5 mg. desoxycdrtico- 
a sterone-per ml. The writers acknowledge the generous help 
S received from the Ciba Pharmaceuticals in this connection. 
2 


early, the second condition, viz., adrenal failure may 
never develop to a serious degree. On the other hand, 
if the initial stage is missed, the metabolic upset adds 
to the gravity of the condition and requires careful 
correction. At this stage of the disease, mere cor- 
rection of the circulatory disturbance may not be 
enough, and the metabolic derangement may require 
to be rectified by combining adrenal cortical hormone 
therapy judiciously with resuscitating measures. 


SUMMARY AND CONCLUSION 

An investigation was carried out in the various 
stages of a small series of 25 cases of obstetric shock 
in order to study the part played by the adrenal cortex 
in the occurrence of this condition. The results ob- 
tained indicate that although metabolic disturbances 
pointing to adrenal dysfunction appeared early, yet the 
latter is secondary to the altered state of circulation 
which invariably accompanies shock. The metabolic 
dysfunction aggravates the condition and plays an 
important ‘ict in the setting in of irreversible changes 
and final failure of compensation. 


In the treatment of obstetric shock, adrenal cortical 
hormone cannot replace resuscitative , measures, but 
seems to improve the results of resuscitation if the 
therapy is commenced early and in sufficiently large 
doses. It achieves this end by rectifying the metabolic 
upset, which otherwise imposes a considerable load 
on the circulation and general equilibrium of the phy- 
siological process in the body. 
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STUDIES ON THE CHEMOTHERAPY OF TUBERCULOSIS 
M. SIRSI, 
Bacteriologist, Pharmacology Section; 
Indian Institute of Science, Bangalore. 


The effect of Aureomycin on the growth, morpho- 
logy and physiology of Myco. tuberculosis has been 
studied in this article. 


Streptomycin as a tuberculostatic agent has failed 
to fulfil the high expectations raised due to the early 
appearance of drug-resistant strains and the toxic effect 
produced specially on the vestibular apparatus (Brit. 
M. J., 1948). The need for effective chemotherapeutic 
agents in tuberculosis is as great as ever. 

In our study of “The sensitivity of freshly isolated 
strain of Myco. tuberculosis to antibiotics and synthetic 
compounds’ (to be published) it was observed that 
aureomycin, an antibiotic derived from the mould 
streptomyces aurofaciens, exhibited tuberculostatic pro- 
perty in fairly high dilutions in experiments in vitro. 
Hence a detailed study of the effect of aureomycin on 
Myco, tuberculosis was undertaken. 


Aureomycin has a wide spectrum of activity against 
many bacteria, rickettsia and viruses (Finland e¢ al, 
1949; Wong and Cox, 1948). Duggar (1948) 
using a plate zone technique found inhibition of the 
growth of tubercle bacilli in the presence of growing 
strains of strepto aurofaciens. 

The value of aureomycin in tuberculosis is still 
uncertain. Steenken and Wolinsky (1949) found it 
to be without any deterrent effect on the course of 
the disease in guinea pigs. Long (1949) has found 
it useful in one case of renal and bladder tuberculosis. 
Price and co-workers (1949) have demonstrated the 
synergistic relation between aureomycin and penicillin 
both i vivo and in vitro. 

Our experimental results will be of very great 
interest as aureomycin has exhibited a marked effect 
not only on the growth but also on the morphological 
and physiological characters of the tubercle bacilli. 
The diminished oxygen uptake in bacteriostatic concen- 
tration, the high percentage of degenerative forms seen 
at the end of 17 days, and the increased lag phase in 
the growth of aureomycin-treated organisms indicate 
the profound alterations undergone by the organism. 


MATERIALS AND METHODS 


1. Errectr on Growta—The bacteriostatic 
studies were performed on freshly isolated strains of 
Myco. tuberculosis from cases of pulmonary tuber- 
culosis, and also Myco. tuberculosis, Human Type 
C.R.I. No. B52-H.I. obtained from the Central 
Research Institute, Kasauli. 


Sligat modification of Dorset’s synthetic media at 
a pH of 6-9 was used. Each tube was inoculated with 
one | (4 mm. in diameter) of a 14-day-old 
surface culture of tubercle bacilli in the same media. 


tion of one may not necessarily be followed by a spon- 
taneous rectification of the other. Of the two, the 
circulatory disturbance is primary, and needs imme- 
diate attention. If resuscitation is begun sufficiently 
< 
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These surface cultures were read at the interval of 
eighteen days using the highest dilutions in which there 
was less than 50 per cent of the control growth as an 
end point. 


The usual technique of grinding a known weight of 
tubercle bacilli in a mortar and inoculating a measured 
volume of the suspension gave almost identical results 
as the one adopted; besides, the results could be 
evaluated earlier and the chances of contamination 
during the manipulations were far less; hence prefer- 
ence was given to our technique, 


Aureomycin hydrochloride—Lot No. 7-5477 sup- 
plied generously by the Lederle Laboratories Ltd. was 
used throughout the experiments. 


Errect on GrowtuH—The bacteriostatic effect of 
aureomycin on a few fresh strains (isolated before 
administration of chemotherapeutic drugs) and a 
detailed investigation of its effect on the Myco. tuber- 
culosis, Human Type C.R.I. No. B 52-A 1 is presented 
herein. 


Effect of Aureomycin on the Growth of Myco. 
Tuberculosis—The concentration of aureomycin, the 
strains used and the amount of growth observed are 
given in Table I. 


Taste I 
Aureomycin G 2 wr CRI. 
micro Strain R.M. StrainS.B. Z.M.H.3 No. 52 
gms/ce. H. 1. 
0 ++ ++ ++ +++ 


the tu 
++ Heavy surface growth 
+ Thin growth covering the entire surface 
+ Faint skein formation. 
No visible growth. 


It is a well-known phenomenon that the indi- 
vidual sensitivity of the infecting micro-organism varies 
greatly not only within the species belonging to the 
same genus but also with individual strains. In our 
series while strain R.M. and C.R.I. No. 52 H.1. are 
inhibited at 10 y level, S.B. and Z.M.H. 3. show bacte- 
riostasis only at 100 per c.c. 


There was partial inhibition of growth by 1 Y and 
5 ¥ per c.c. on strain C.R.I. No. 52 H.1. for the first 
seven days only. A secondary outgrowth of the inhi- 
bited organisms was observed after this period and the 
amount of growth was almost that of the control by 
the end of the test period. 


Errect ON MorpHotocy—In presence of the 
bacteriostatic concentration of aureomycin, the gross 
characteristics of the culture change. In place of the 


CHEMOTHERAPY OF TUBERCULOSIS 


thick friable mat covering the entire surface 
media and running up the sides of the culture , the 
growth is thinner and just covers the surface of the 
media. 


When the cultures were 17 days old smears were 
made simultaneously, both from the control and the 
culture inhibited by 100 7 of aureomycin and stained 
with Ziehl-Neelsen’s technique. 


The cells grown in the control are long, thin and 
straight or curved, stain fairly uniformly with a very 
few granular or beaded forms. The aureomycin-inhi- 
bited cells, in contrast, exhibit marked peculiarities, 
Short thick forms, and a few long filamentous forms 
are found and most bacilli present swellings particularly 
at the ends, the staning is irregular both in depth and 
situation. Numerous bacilli are not coloured by 
fuchsin. Most of them are granulated. the granules 
being restricted in some, at the poles, and in manv 
throughout the length of the bacilli, The general 
picture is that of a culture undergoing degeneration. 


EFrrect ON THE VIABILITY OF MyYCOBACTERIA— 
After the observation period was over, one loopful of 
the saline-washed surface culture from the control 
and the various concentrations of aureomycin were 
transferred to a fresh tube of culture media. The 
amount of growth observed at the end of 21 days is 
given in Table IT. 


Taste From THE Contror AND AUREOMYCIN- 
TREATED GrowtH or Myco. TUBERCULOSIS 


Tube No. 


Auree Concentration Growth at the 
Y per c.c. end of 21 days. 


The rate of growth from the subcultures of the 
bacilli treate] with various concentrations of aureo- 
mycin makes an interesting study. At the end of 3 
weeks’ growth, the culture from 1 y per cc. is as 
luxuriant as the control; that from 100 y per c.c. is 
very slight and the intermediate concentrations exhibit 
varying amounts of growth. This clearly indicates 
that bacteriostatic concentration of aureomycin may 
also be bactericidal to a certain extent thus diminishing 
the number of viable bacteria and hence the amount 
of growth from the subculture has interfered with the 
enzymatic systems in such a way that the bacteria take 
a longer time to enter the logarithmic phase. 


Prelimivary studies have indicated that bacterio 
Static concentrations of aureomycin diminish the oxy- 
gen uptake of Myco. tuberculosis as determined by 

arburg Respirometer. This also may be due to 
interference with the respiratory mechanism or due to 
bactericidal action, diminishing the number of viable 
bacteria and thus the oxygen uptake or a combination 
of both the factors in varying degrees, 


1 ++ ++ ++ +++ 
1 0 + 
& 10 + ++ ++ + 3 10y + 
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Discussion 
The influence of therapeutic agents on bacteria is 
varied. Some act as general protoplasmic poisons 


while some have specific effects on particular members 
of the sequences of enzymatic reactions determining 


A hacteriostatic agent may act by inhibiting anabolic 
reactions directly. thus limiting growth by interfering 
with the synthesis of the cellular material or indirectly 
by inhibiting oxidative reactions which provide the 
energy for such synthesis. 

Penicillin, at first believed to have no action, has 
been found to produce partial Ivsis of Myco. tuber- 
culosis in high concentrations and bacteriostatic action 
in low concentrations in presence of small inocula of 
organisms (Kirby and Dubos, 1947). Our experi- 
ments indicate that aureomvcin too, has a_ similar 
action and though by itself it has not yet proved to 
be of great clinical value, aureomycin might be found 
useful in combination with other antibiotics. as indi- 


cated by the profound alterations produced both in_ 


the growth, morphology and physiology of Myco. 
tuberculosis. 

The synergistic action of aureomycin with the 
other well-known tuberculostatic agents is under study. 


SuMMARY 


1. The effect of aureomycin on tubercle bacilli 
in vitro is studied, the bacteriostatic concentration 
determined and the cultural and morphological varia- 
tions induced described. 


2. The mode of action of aureomycin on tubercle 
hacilli is discussed. 

3. The possible use of aureomycin with other 
tuberculostatic agents is mentioned. 
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N.B. Since writing this paper I have come across an 
interesting case, where the patient was given aureomycin under 
the-impression that he was suffering from atypical pneumonia. 
The temperature subsided but relapsed a week later when 
another course of aureomycin was started. This time too, the 
temperature subsided but in the meantime the sputum examina- 
tion revealed tubercle bacilli. The detailed investigation will 
be presented later but that aureomycin has some effect in 
controlling the disease is evidenced by the above case. 
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TREATMENT SERIES 


TREATMENT OF DIPHTHERIA 


AMALANANDA DAS, ™.B., M.R.c.P. (LOND.). 
Professor of Medicine, 
Nilratan Sarkar Medical College, Calcutta. 


Diphtheria is a preventable disease. It is also a 
curable disease and the mortality of cases detected and 
treated in its early stages is very small 


In a series 115 cases under my care in the Medical 
College Hospitals, Calcutta, there were no deaths 
amongst 27 patients admitted on or hefore the 2nd day 
of disease although 8 of these required tracheotomy. 
Only those cases whose throat swabs were positive to 
Corynebacterium diphtheriz on culture were included 
in this series. The importance of early diagnosis and 
treatment can be illustrated from the following analysis 
of these 115 cases: 


TasLe—SHOwING ANALYsIs or CASES UNDER RevIEW 


Day of Disease No. of cases No.of deaths Percentage of 
mortality 
Ist and 2nd day .. 27 0 
3rd and 4th day .. 44 7 15-9 
Sth day .. 8 30-8 
6th and subsequent 
46-3 


days .. A 17 8 


The analysis emphasises, that a favourable outcome 
in diphtheria is essentially dependent on early diag- 
nosis. The fact is wellknown. . 


Neglect to examine the throat of a child suffering 


from nasopharyngeal catarrah, dysphagia, sore throat. 
cough, or hoarse voice is a serious error. 


PROPHYLAXIS 


Passive I Clinical manifestation of 
the disease can be prevented by injecting 500 to 1,000 
units of antitoxin intramuscularly. The method does 
not prevent infection. The passive immunity lasts only 
for 3 weeks. The possibility of serum sensitiveness 
developing is a great drawback.. The throat should 
be inspected daily as it may not prevent the disease 
appearing in those who are already incubating the 
disease. On the whole the method is not very satis- 
factory. It may be used in overcrowded houses with 
children where isolation cannot be enforced. 


Combined active and passive immunization may 
also be carried out in contacts. For this, 0-2 c.c. of 
alum precipitated toxoid is given intramuscularly in 


-one arm and 500 units of diphtheria antitoxin sa the 


other at the same sitting. 4 weeks later 0-5 c.c. of 
A.P.T. is injected. The method gives some imme- 
diate protection and active immunity develops 8 weeks 
after the second injection of A.P.T, 


‘ 
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Adult contacts may justifiably have only an in- 
spection of the throat daily. 


Active immunization for susceptibles—As a public 
health measure all children can be immunised against 
diphtheria by an intramuscular injection of 0-2 c.c. 
A.P.T. followed by an injection of 0-5 c.c. 4 weeks 
Jater. If the first injection causes much reaction the 
2nd dose may be reduced to 0-3 cc. Usually the 
reactions are mild. 


Although the majoritv of children will develor 
immunity after this procedure a Schick test can be 
performed 12 weeks after the last jnjection, to be 
‘certain that the inoculated are immune. 


The best age for active immunization is between 
8 months to 18 months. Susceptibility in older children 
can be detected by the Schick test. ° 


The immunity develops 8 weeks after the last 
injection and lasts from 3 to 5 years (Toplev and 
Wilson, 1946). After this period a ‘hoosting’ dose of 
0-5 im. is indicated. 


The importance of active immunization may be 
realized from the data cited by Burrows (1949) as 
regards the percentage of suscentibility in different 
age groups (as determined by Schick test): 3 to 6 
months—30 per cent: 6 months to 1 year—60 per 
cent; 1 to 2 years—70 per cent; 2 to 3 vears—60 per 
cent; 3 to 5 years—40 per cent; 4 to 10 vears—30 
per cent. 


General preventive measures should alwavs he 
adopted. These include quarantine of contacts for 1? 
days. Isolation of the case till 2 successive throat 
swabs are negative. and disinfection of fomites are also 


TREATMENT 


Rest—In a case of moderate severity absolute rest 
in bed in the strict recumbent position should be 
enforced during the active stages of the disease. There- 
after bed rest is continued with pillows and a back rest 
successively till at least four weeks have elapsed since 
the day of administration of antitoxin. The rest period 
should be prolonved in severe cases and in those with 
complications. The release from absolute rest and 
return to activity must be gradual. Fatalities due -o 
sudden cardiac failure may occur if the patient is 
allowed activity too early in convalescence. 


Antitoxin—Coryrehacterium diphtheria produces 
an exotoxin from the local site of infection, which first 
circulates in the blood. It then becomes fixed to the 
tissties, loosely in the beginning, firmly later on. The 
cardiovascular and nervous systems. the kidneys and 
suprarenals are particularly affected. Antitoxin neu- 
tralizes the circulating exotoxins and can also antago- 
nise the toxin that is loosely combined with the tissues, 
hut cannot effectively act upon that which is firmly fixed. 
The effectiveness of antitoxin is, therefcre, greatest 


' when administered early in the disease. 
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The following dosage of serum, which varies with 
the severity of the case is suggested and is effective. 


Mitp cases: 20,000 units on the first day of dis- 
ease and 40,000 units for later cases. 


CASES OF MODERATF SEVERITY: 50,000 units. 
Severe cases: 80,000 units to 100,000 units. 


A mild case of diphtheria on the 2nd day of dis- 
ease receives 40,000 units of antitoxin in the Medical 
College Hospital, Calcutta. 


There is often difficulty in classifying the casés 
and the following criteria may be helpful: 


Mitp: Membrane not covering fully the area of 
both tonsils. Heart rate below 120 per minute. No 
periadenitis, or feetor of the breath, no pallor or pros- 
tration. No other signs of toxzmia. 


MODERATELY SEVERE: Membrane on both ton- 
sils extending to other areas of the fauces. Heart rate 
about 140 per minute, slight feetor or periadenitis. 
Only slight pallor or prostration. 


SEVERE: Extensive membrane on both tonsils and 
on soft palate, uvula or pharynx, often around fauces, 
periadenitis, often foetor, heart rate about 160 per 
minute; pallor and prostration both present. Often 
other signs of toxzmia. 


The extent of the patch and the time elapsed since 
the onset of the disease determines the amount of exo- 
toxin produced. The virulence of the toxin depends 
generally upon the type of infection. Most cases in 
Calcutta are of the mitis type. 


The total estimated dose of serum should be given 
in by a single injection and not in divided doses. 
Should a subsequent examination of the patient place 
him under a more severe category than the original 
assessment, an addditional dose may be given. 


The antitoxin circulates in the blood for three 
weeks and there is no utility in administering it in 
divided doses. The route most commonly chosen is 
intramuscular on the outer side of the thighs or in the 
buttocks. The whole of the antitoxin is ahsorhed in 
8 to 24 hours. 

The intravenous route is, therefore, indicated in 


urgent and severe cases to get the maximal concen- 
tration in the blood at once. 

Sufficient data are not available as to the efficiency 
of the intraperitoneal route as compared to the other 
routes. 

When a membrane is present in the throat which 
may be diphtheritic in origin, the administration of anti- 
toxin should not wait for the bacteriological confirma- 
tion of the diagnosis. 

The usual precautions while giving any serum are 
also applicable to the, administration of diphtheria anti- 
toxin. 


| 
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Such precautions are specially needed in 2 classes 
of cases: 


(1) Those who have a previous history of serum 
administration at any period of their life (when more 
than 7 days have elapsed since the last administration 
of serum) ; 


(2) Those who give a history of asthma, urticaria, 
eczema or any other allergic disorder in themselves or 
in their family. 


In such cases an intradermal test for sensitivity 
should be performed. This is done by injecting intra- 
dermally 0-1 c.c. of diluted serum (diluted 1:10 in 
normal saline). A wheal indicates sensitivity, a 
spreading wheal with pseudopodial margins or vesicles 
indicates intense hypersensitivity... Half an hour should 
be allowed to elapse before the test is declared negative. 


Antitoxin should be given to such patients in 
fractional doses which desensitises then. Otherwise 
serious anaphylactic shock may ensue 


Desensitization is effected by giving an antihista- 
minic drug 50 mg. orally and then giving the serum 
in fractional doses as detailed below : 


0-1 cc., 0°25 ac., 0-5 cc., 1 ¢.c. hypodermically 
in successive doses every ™% hr. 


Then the injection can be given intramuscularly 
hy doubling the dose every % hour. - - 


If reactions occur at any time an immediate injec- 
tion of adrenalin hydrochlor (1:1000) %4 to % c.c. 
should be given and repeated as often as necessary. 


A negative intradermal test does not absolutely 
preclude reaction, and one should be prepared to meet 


the emergency if it happens. 


Penicillin—Some papers have been published on 
the use of penicillin in diphtheria. Mention may be 
made of the communication made by Dodds (1946), 
De and others (1947), Karelitz and others (1947). 
Weinstein (1947) and Long (1947). 


In a treated case of diphtheria the circulating 
toxins are neutralized by the administration of anti- 
toxin. The rising immunity response of the body com- 
bats the source of infection at the local site and ulti- 
mately overcomes it. Corynebacterium diphtherie is 
susceptible to penicillin although its sensitivity is less 
than streptococcus hemolytics. Penicillin acts on the 
source of the toxins, the bacteria at the local site of 
infection. It obviously cannot neutralise the circulating 
toxins which may be present in the system in a con- 
centration which may prove fatal. It, cannot, there- 
fore be relied upon as the single agent in the 
treatment of diphtheria in private practice. 


The special indications for the use of penicillin are 
evidences of secondary infection in the fauces, throats, 
tonsils, or tonsillar glands, or of- the lungs. It should 
also be used in all severe cases of diphtheria. 
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; There is considerable evidence to indicate that the 
bacilli disappear much earlier from the throat when 
penicillin is used in addition to antitoxin in a case of 
diphtheria (Weinstein, 1947; Karelitz 1947: Long, 
1947). There is also some evidence that it has an 
added beneficial effect on the clinical course of the 
disease when used in addition to antitoxin (Dodds, 
1946 and Long, 1947). 


Penicillin may be iniected by intermittent intra- 
muscular injections (50,000 units 4-hrlv.) and should 
be continued till the patch subsides. The membranes 
usually subsided in our cases in a period of from 2 to 
7 days, with combined treatment. 


Other Measures—Adequate cleanliness of the 
mouth by gargles or ‘1rigation are necessary in patients 
who have a foul mouth. No local application to the 
throat is necessary. 


Glucose has a reputation of supplying energy and 
protecting the heart against complications. 2 to 4 tea- 
spoonfuls every fo:ir hours may be given. 


Diet—An ordinary fever diet consisting -mainly of 
milk or its modifications and fruit juice is sufficient 
as long as there is dysphagia or sore throat. Ade- 
quate fluid intake should be ensured. In the absence 
of complications half boiled eggs, mashed potatoes, 
biscuits, porridge and pudding are added to the diet 
as early as possible. 


Nasal Diphtheria—It is usually of a mild variety 
and provided there is no membrane in the throat, it is 
the usual practice to give 10,000 to 20,000 units of 
antitoxin in a single dose. ' 


Laryngeal Diphtheria—Primary laryngeal diph- 
theria is comparatively rare. In the series of 115 cases 
mentioned there were 7 primary laryngeal cases (6 
per cent). More commonly it is associate! with faucial 
diphtheria. 


The treatment is on the same general principles 
when there is no evidence of respiratory obstruction. 
With slight suction one has to be prepared to do a 
tracheotomy, (or as an alternative the patient has to 
be sent to a hospital). Expectant treatment is justi- 
fiable ; slight ‘suction’ may be due to restlessness and 
spasm or mild obstruction. 


In such cases it is often possible to avert a trecheo- 
tumy. The following measures may help: (i) The 
immediate administration of the estimated dose of 
untitoxin in a single dose. (i) Solution of adrenalin 
hydrochlor (1:1000) %th c.c., with atropine sulphate 
gr. 1/500, hypodermically and repeated after 2 hours, if 
necessary. (11) Steam inhalations with 2 dr. of tincture 
benzoin co. to one pint of water. (iv) Hot compresses 
to the neck. (v) A sedative mixture such as tincture 
camphor co., 5 minims, ephedrine hydrochlor, 1/16 
gr., potassium bromide, 5 gr., syrup simplex 15 minims 


~~, 
| 
— 


and aqua anisi upto two drachms every 4 hours. (The 
dosages are suitable for a child aged 2 years). ' 


_. Tracheotomy should be ormed if (1) Suction 
is persistent and marked as shown by indrawing of the 
epigastric and hypochondriac regions, of the intercostal 
spaces, and of the suprasternal region and supraclavi- 
cular fosse, (2) the presence of cyanosis, (3) a rising 
pulse rate due to the strain of respiratory obstruction, 
(4) diminishing breath sounds on auscultation of the 
chest and (5) vertical movements of the larynx with 
phases of respiration. 


No case is too late for tracheotomy from the 
severity of suction alone. It is gratifying to see even 
cases whose lower ribs are drawn in severely with each 
inspiration make an uneventful recovery after tracheo- 
tomy. Such experience is not uncommon in those 
who work in the Diphtheria Ward. 


While advising tracheotomy one must be careful 
to assess that the dyspnoea is not cardiac in origin or 
due to bronchopenumonia. This differentiation is! 


TREATMENT OF COMPLICATIONS 


(1) Bronchopneumonmia—lt is treated with injec- 
tions of penicillin or by sulpha group of drugs and by 
oxygen inhalations. It is a common complication after 
tracheotomy. It is usual for secondary broncho- 
pneumonia in diphtheria to respond slowly to treatment. 


(2) Periphereal Circulatory Failure—This is a 
dreaded complication and is often fatal. 


To maintain the circulatory blood volume, slow 
intravenous injection of 100 c.c of 25 per cent glucose 
is recommended. Strychnine sulphate 1/60 grain 
hypodermically every 4-hrs. and intramuscular injec- 
tion of desoxycortiocosterone 2 mgm. every 4-hrs. are 
useful. The teet may be bandaged and the foot-end of 
the bed is raised. 

Adrenalin hydrochloride (1:1000) solution, 2 
minims, caffeine soda benzoas 2 grains intramuscularly 
may be tried but usually are not of much value. Oxy- 
gen through a nasal catheter or B.L.B. mask or through 
a tent may be used but its efficacy in the cyanosis 
of peripheral circulatory failure is very limited. Slow 
blood transiusion was recommended by Pugh and 
Williams (1941) and may be valuable but is hardly 
possible in private practice. 

When heart block is present due tu involvement 
uf the myocardium, injections of atropine sulphate 1/500 
grain hypodermically and ephedrine hydrochlor 1/8 
grain with adrenalin hydrochloride solution (1 :1000) 
2 minims are indicated. : 

Restlessness assyciated with cardiovascular com~ 
plications may have to be alleviated by sedatives. When 
unprovoked vomiting heralds cardiac complications as 
it often does, there is no better sedative than morphine, 
1/32 grain for a child aged 3 years. 
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(3) TympanitisSuaall injection’ of »pituitria ot 
pitressin (2 units) and a flatus tube will usually 
relieve distension. Suitable alteration in the diet may 
have to be made. 


(4) Neurological complications—ln palatal para- 
lysis the child has difficulty in swallowing thin liquids 
and dry solids. Semi-liquid food and thickened liquid 
food are swallowed more easily. 


If pharyngeal paralysis is severe the child may have 
to be fed through a nasal tube and the foot-end of the 
bed has to be raised to prevent aspiration broncho- 
pneumonia. 


When respiration is embarrassed by diaphragmatic 
paralysis it may be necessary to put the child into a 
Drinker’s apparatus for prolonged artificial respiration. 


In cases of generalised polyneuritis, gentle massage 
is recommended in the later stages to hasten recovery. 


In all varieties of postdiphtheritic paralysis those 
who have not had serum during the active stages ot 
the disease and who come within two weeks of the 
original attack may be given 16,000 units of antitoxin 
intramuscularly. Usually the toxin is fixed to the tissues 
in a late case and antitoxin is unable to act. Strych- 
nine 1/60 grain daily should be prescribed and vitamin 
B, may be given. 


The child should have rest in bed during the para- 
lysis. In a mild palatal paralysis stationary for over 
7 days the child may be allowed to sit up in bed. 


Treatment of Carriers—Nasal carriers should 
have 1 c.c. of penicillin solution (1000 units per c.c.) 
for nasal instillation every 2 hours during the waking 
period. 

All varieties of convalescent and chronic carriers 
should have parenteral penicillin in the usual dosage 
for 5 to 12 days. Buffered procaine penicillin, 4 lakn 
units a day may be used instead. 


Ifthe tonsils and adenoids are unhealthy in a 
persistent carrier, their removal is advisable. 
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PRACTITIONERS’ CORNER 
UNILATERAL EXOPHTHALMOS—ITS ETIOLOGY WITH 
SPECIAL REFERENCE TO MALIGNANT GROWTHS 


SATYA PAL GUPTA, F.8.c.S. (EDIN.),D.0.M.S.(ENG. ), 
Eye Surgeon, Medical College, Lucknow. 


Exophthalmos is noted for its relative frequency, 
its. menace to vision and for the fact that it is otten an 
indication of a threat to life itself. ‘ 

Exophthalmos is caused either by the fact that the 
contents of the orbit increase in volume or that the capa- 
city of the orbit itself is decreased. The former is by 
far the most frequent. It may also arise due to relaxa- 
tion of the tone of the recti muscles which draw the 
eyeball backwards. That is in the case of paralysis or in 
tenotomy. 

The result of exophthalmos of light degree is 

ing. The more the eye grows forward the more 
does it press the lids apart. The widening of the fissure 
leads to lagophthalmos. Keratitis occurs, eversion 
of the lid develops, mobility of the eye decreases, 
vision is influenced in various ways. Vision may be 
destroyed by keratitis or diseases of the optic nerve. 
ln the early stage, the optic nerve is stretched, and 
netve fibres often accommodate themselves to the ten- 
sion in a wonderful way—vision is maintained. When 
exophthalmos increases rapidly the nerve loses its 
power of Conduction due to tenseness. 


The causes of exophthalmos are:— 


..0 (1) Retention cyst of paranasal sinus; (2) Granu- 
loma ot orbit (pseudo-tumour); (3) Meningioma— 
benign tumour arising in cell clusters of arachnoid; 
(4) Craniostenosis (tower skull, oxycephaly, premature 
suture synostosis) ; (5) Hyperthyroidism; (0) Caver- 
nous hemangioma; (7) Oculomotor paralysis; (8) 
Dermoid cyst orbit; (9) Sarcoma; (10) Neurofibro- 
matosis ; (11) Orbital deformity; (12) Glioma of optic 
nerve and chiasma; (13) Arteriovenous aneurysm; 
(14) Malignancy of paranasal sinus and larynx; (15) 
Mixed tumour of lacrimal gland; (16) Saccular ane- 
urysm of int. carotid artery; (17) Abscess of orbit; 
(18) Ethmo-orbital osteoma; (19) Paget’s disease; 
(20) Basal celled carcinoma; (21) Neuroma ; (22) Uni- 
lateral myopia; (23) Gumma; (24) Xanthomatosis ; 
(25) Blood cyst of orbit; (26) Congenital coloboma 
(cyst of eyeball); (27) Myeloma; (28) Trichinosis; 
(29) Osteitis fibrosa cystica; (30) Subdural hemor- 
rhage; (31) Idiopathic. 

_ A review of 100 cases of unilateral proptosis that 
came under our treatment in hospital and outside shows 
that the conmnonest cause in the province of U.P. is 
panophthalmitis with its general complications and 
this accoutits for 50 per cent of the cases. The second 
commonest cause is.malignant growth, which is all the 
more important as it endangers life’; 

Glioma of retina accounts for 20 per cent cases of 
unilateral exophthalmos and sarcoma arising most fre- 


quently from the periosteum, from the lacrimal gland, 
muscles and from the optic nerve 10 per cent. It grows 
rapidly, presses upon the eyeball which is later des- 
troyed by its inflammation. Tumour fills the entirc 
orbit and bulges out of the orbit as a bleeding mass. 
Lymph glands swell. The tumour extends into the 
bones and in adjoining structures, especially to the 
brain, and in this way or through metastasis leads to 


Primary carcinoma is very rare. It can proceed 
only from lacrimal gland but extension from neghbour- 
ing sinuses is not uncommon. 

In America the commonest causes are retention 
cyst of paranasal sinus and malignant growth. 10 per 
cent of exophthalmos are associated with cancer and 
6 per cent primary intra-orbital malignant neoplasm. 

The fact that panophthalmitis and its complica- 
tidms account for 50 per cent cases in the province of 
U.P. is not strange, as cases of untreated injury and 
ulcers of cornea are commoner in our country than in 
America. 


I would like to illustrate with records a case which 
was under my treatment only recently and proved a 
problem. 

Case REPORT 

S. Singh, aged 47 years, came with complaints of 
(1) Protrusion of right eye—1}4 months, (2) Diminu- 
tion of vision—7 days. 

History of Present iliness—For the last 6-8 months 
the patient used to have pain and swelling in the upper 
part of the right forearm. This swelling used to sub- 
side of itself. He also used to have some swelling in’ 
the skull which used to appear and disappear. For, . 
the last 2-3 months the patient has been spitting blood 
occasionally. . 

For the last 142 months or so the patient while 
washing his face in the morning noticed that his right 
eyeball appeared more prominent. First this promi- 
nence was in the upper part and there was no disturb- 
ance in the vision. But for the last few days it has 
increased all the more and it has started growing from 
under the eyeball. The pain has also increased gradu- 
ally; there was no diminution of vision but for the 
last 7 days the vision is also diminished. Move- 
ments in R.E. are not possible. 

Since one month from now he is having a 


thigh. 


lump in the feft thigh and also pain in the 
Present Condition Right eye Left eve 
on Examination 
ids... Swelling only. Cover the Normal 
hath the eye ball partially. 
Conjunctiva Congested and the lower Normal 
pa mar- 
gin. It is cedematous. 
Chamber __.. «. Cannot be seen. Normal 
Iris-and pupil .. Cannot be well examined. © Normal | 
Vision .: ~ .. 2/60 on admission but it is-: 6/9 
Fundus Cannot be seen? Normal 
Tension Cannot be taken. Normal 
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AMPOULES 5 & 10 cc., 10 or 20%, contain the more 
soluble, better absorbed double salt calcium-glucono- 
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and biological laboratory tests, a large number of finished 
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THE ORAL FORMS, chocolate flavoured tablets and 
plain granules, are easily absorbed and do not constipate, 
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Investigations—(1) Total W.B.C. count—13,000 
cmm, Differential count : Poly—90 per cent; Lympho . 
—-10 cent, Eosino—Nil; (2) W.R.—positive; 
(3) Urine—sp, gr. 1020; albumin in trace, stray 
R.B.C., triple phosphate crystals; (4) Stool—Well 
formed and brown; few pus cells and R.B.C.; 
(8) Sputum—No acid-fast bacilli; (6) Field of vision 
on admission)—Normal. 


X-ray Report—Right frontal sinuses hazy. Maxil- 
lary antra clear. No abnofmality detected in la 
bowels. Suggestion of secondary deposits present in 
the head and the coatiguous part of the shaft of radius. 
Femur clear. The right orbital cavity is radio-paque. 
Lung fields present metastatic deposits. Both the 
—— are functioning and appear normal in size and 

pe. 


ENT Surgeon's Report—The right inferior tur- 
binate hypertrophied. Sinuses seem to be clear. Biopsy 
from metastasis in bone—one small piece of tissue 
removed and sectioned. 


Section shows strands of bone trabecule infiltrated 
irregularly by dark staining groups of cells. These 
groups are of variable size and consist of small cells 
with darkstaining nuclei and practically no cytoplasm. 
There is no particular arrangement about these cells. 
No opinion is possible. 


Tt is suggested that the eye may be enucleated and 


sent for histological examination. 
* Physician’s Report—Hard mass in abdomen. Rec- 
tal examination shows ballooning of lower rectum. 


There are signs in both lungs and long bones for new 
growth. Suggested barium enema later sigmoido- 


scopy. 


Discussion—There was conjunctival chemosis with 
congestion of veins which appeared within a week of 
admission. Patient lost 2/60 vision. Cornea got 
sloughed and the whole eye became a latge swollen 
mass bleeding on touch. Day to day proptosis went 
on increasing. 


The question in this case arises as to the nature of 

th and its primary site. No lesion was found in 
the kidney; Adrenal or prostrate to account for the 
secondary deposits in different as bone of fore- 
arm, lungs and right orhit. skiagram clearly 
indicated that there is osteogenetic activity in the right 
orbital bones. Metastasis in orbital bones is rare. 
"+ Is the growth of the nature of sarcoma periosteum 
or carcinoma (primary cancer of lacrymal gland though 
rare does occur) ? But here a swelling first appeared in 
forearm in the radius, was it the site of primary growth? 


This is a peculiar case where we could not reach 
any conclusions regarding the primary site of lesion. 
‘ 
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SPECIAL ARTICLE 


THE ROLE OF THE MEDICAL PRACTITIONER 
HEALTH  SERVICES® fy... 


Surgeon & Superintendent, King George Hospital and 
Professor of Surgery, Andhra Medical College 


1 do. not the title of this paper to. be 
misunderstood. By. health services I mean the service 
rendered to the sick in general but not the service 
offered by the state employees. only. 

In choosing the subject of this paper I had one 
thing in mind and that is the importance of the practi- 
tioners in contributing not only to the improvement.in 
the general standard of health, but instilling in the 
minds of their clientele, the necessity of observing the 
principles of hygiene to prevent illness or spread of 


Before dealing with the responsibilities of) the 
general practitioners in this country, I may give a brief 
account of health services in England so that you may 
have an idea how backward we are in this respect. 
Every country has its own scheme to provide necessary 
medical aid for its people; but a general idea of the 
health services in one of the more advanced countries 
will indicate the magnitude of the whole problem. 


The system that was prevalent before the new act 
came into force in July, 1948, comprised of 


(1) Services given by general practitioners. 

(2) Hospital services—voluntary and muni- 
cipal. 

(3) Nursing and midwifery services. 

(4) Special services such as’ rehabilitation, 
blood transfusion, etc. 

(5) Maternity and child welfare. 

(6) School medical services. 

(7) Industrial welfare services. 

(8) Services in the control of infectious dis- 
eases. 

(9) Services for the prevention of tuberculosis, 
etc. 


I do not propose to deal at length with all these 
but touch on some of the relevant points. 


(1) Genera! Practioners Service: In the first 
category under this heading, medical officers “are 
employed as whole-time officials on a small or no 
private practice. These are engaged in renderi 
service in public health, tuberculosis, maternity 


*From a speech delivered on the occasion of Annual 
Celebrations of the Bhimavaram Branch (under Andhra 
Provincial Branch, I.M.A.) on 9-7-49. 
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child welfare, industrial welfare, ete;-This more or. 


less corresponds to the salaried service in this country. 


In the second category are included doctors who 
are engaged in private practice but undertake certain 
amount of work under the national health insurance 
scheme, i.¢., treatment of insured patients at their 
own homes or at the medical cers’ consulting 
rooms, by prescribing medicines, ‘rendering, minor 
surgical aid, and insuring medical certificates all free 
of charge. For attending on these patients he gets a 
minimum fee for each patient per year but the number 
of patients is restricted to 2,500; if the medical officer 
has an assistant it is restricted to 4,000. The insured 
persons can choose any of the panel doctors whose 
list has not reached the prescribed limit. 


On the same lines, a few doctors work under the 
British Medical Association and friendly or mutual aid 

Most of the practitioners come under the second 
category and they have an established income which 
is supplemented by private practice. The persons 
entitled for getting treatment under the panel system 
are those whose income is less than £ 420 per year. 


(2) Hospital Services: Voluntary hospitals— 
The maintenance of these hospitals is met from volun- 
tary subscriptions, donations, etc. A number of hos- 
pitals (1,200) including many of the largest, come 
under this category. "Phe medical officers are those 
of repute and work without payment.” Patients are 
admitted into these hospitals on a doctor’s recommenda- 
tion, either free of charge or on payment of fees pro- 
portionate to their income; Some hospitals have 
private wards for paying patients. 

Besides the voluntary hospitals there are muni- 
cipal hospitals providing 3/3 of the hospital accommo- 
dation of the country. The work in these hospitals is 
done by resident salaried staff and in some there are 
visiting consultants. 

(3) Nurses and Midwives: These are engaged 
in hospital work, public health work, private nursing 
or in some specialised service. The ratio of the nurses 
and midwives to the population works at 4-04 per 
thousand. 

(4) Special Services: (a) Besides the above 
services, there are special services for rehabilitation 
and blood | ion which came. into prominence 
during the last war. 

(b) Medico-social work—This is of recent develop- 
ment. A number of hospitals, both voluntary and 
municipal have social workers (almoners) whose 
main function is to correlate the treatment in the 
hospital with the social status and domestic life of the 
patient. Bearing in mind that certain types of illness 
have a relation with the economic condition of the 
patient, his mental state, etc. the social workers will 
try to relieve him of his anxiety and help him duri 
his illness and convalescence. The medico-social ook 
is still in its infancy and when it is well organised it 
helps the patient to recover rapidly from his illness. 
This is particularly helpful in psychiatric clinics. 
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Maternity and Infant Welfare: This service 
provides. (1) Welfare centres where mothers can obtain 
ante- and post-natal care and children receive dental, 
orthopedic, ophthalmic and sunlight treatment, etc, 
In, some of these centres fruit juice, cod-liver oil, 
vitamin, tablets and. dried milk are provided for expec- 
tant mothers and infants. (2) th visitors give 
advice to mothers in their homes on such matters as 
breast feeding, general care of the baby and 
ment of the child till it reaches the fifth year. (3) Day 
narseries—These take up the children upto five years 
of age when the women are engaged in work in indus- 
tries factories. 

Besides these, under the maternity and child wel- 
fare, there are organisations for maternity care and 
post-natal care. 

_ (6) School Medical Service: It consists of 
periodic inspection of school-going children and treat- 
ment of minor ailments, defects in vision, hearing, etc. 
Provision is also made for specialist treatment for dis- 
eases of the ear , nose and throat, diseases of the eye 
and for orthopedic and dental treatment. This service 
was developed in such a way that every child, attending 
school, gets the best possible individual attention 
either to correct his defect or train him up in such a 
way that he might become a useful citizen of the 
country. 

(7) Industrial Welfare Service: The state has 
provided for the necessary care of those working in 
industries. It is obligatory on the part of the adminis- 
tration of any industry to make the conditions in the 
industry sufficiently congenial for the maintenance of 
the health of the workers by providing adequate space 
for light, ventilation, etc. edical examination of the 
recruits is made having in view their school record as 
regards their health and the workers are provided with 
necessary medical aid. By legislation the state has 
imposed restrictions as regards age and sex in certain 
industries, ¢.g., women and young persons under 16 
years are not permitted to be employed in industries 
such as coal mines. 


(8) Control of Infectious Diseases: The measures 
taken for the prevention and control of infectious dis- 
eases comprise of notification, isolation, disinfection, 
supervision of contacts and vaccination and 
immunisation. 

Compulsory notification enables the local authori- 
ties to take necessary action to prevent the spread of 
infection by isolation of the patients in special hospitals, 
by providing disinfecting stations where disinfection 
of articles is done free of charge; by arranging for 
cleansing and disinfection of the premises and destruc- 
tion of contaminated articles that should be destroyed. 

An important measure in the prevention of spread 
of the disease is to take special care of the contacts till 
the period of infection is over. 

It is universally recognised that vaccination and 
immunisation are essential to prevent diseases like 
small-pox and diphtheria. 

(9) Treatment of Socially Significant Diseases: 
Certain diseases of insidious onset are likely to affect 
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the society besides crippling the patient himself, Pul- 
monary tuberculosis is one, of As a measure 
for early diagnosis of the disease, mass radiography 
proved to be very useful and those with lesion 
are given adequate treatment. It was “found in 
peg that among the 1,700,000 examined ‘upto the 
end of June, 1947, 0-4 per cent showed active lesion: 
Diagnosis and early treatment of the ‘patients afflicted 
with the disease is one of the important measures in 
controlling the disease. 

Venereal Disease—Special; centres..are_ provided 
where patients are examined in privacy and treatment 
given free of charge. The contacts of patients are 
advised to undergo necessary examination and treat- 
ment. 


'. Besides the above, provision is made for the treat- 
ment of persons with mental disorders and deficiency 
and for the treatment of cripples, and persons who are 
blind, deaf or dumb. ’ 


The Health Services are so organised that every 
individual is considered as an important member of 
.the state and given necessary treatment when he falls 
ill, both in the interests of the individual and the com- 
munity at large. The responsibility for such organisa- 


The: brief account I had so far given refers to the 
measures taken before the National Health Service.Act 
of 1946 was inaugurated in July, 1948. The new act 
which is in force for the last one year aims at a scheme 
by which every citizen, whatever his occupation and 
status in life may be, gets consultation and treatment 
free of charge. In the words of the Minister.of Health 
in the House of Commons during the second reading 
of the act one of its “first merits is that it provides a 
universal health service, without any insurance quali- 
fications of any sort. It is available to the whole popu- 
lation, and not only is it available to the whole 
population freely but it is intended, through the health 
services, to generalise the best health advice and 
treatment. It is intended that there shall be no limita- 
tion on the kind of asistance given, the general practi- 
tioner service, the specialist, the hospitals, eye 
treatment, spectacles, dental treatment, hearing 
facilities, all these are to be made available free.” 


~ "The important features of the new Act are detailed 


(1) General Practitioners Service: The distri- 
bution of the practitioners is undertaken by special 
medical practices committee, so that it may be evenly 

ead out throughout the whole country. The practi- 
tioners can work either at their own consulting rooms 
or at health centres to be established. At these health 
centres there will be provision for dentists and opticians 
who work on a whole-time or a part-time basis. In 
this scheme, drugs and appliances are supplied free of 


charge by pharmacists who are enrolled in the new 
service. Thus the practitioner is ensured of a definite 
income and the patient of free 
treatment. f 
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(2) and Specialist Service: This,is con- 
trolled _ regional. boards which ‘are directly 
responsible to the ministry of health and under whose 
control, the managing committees of different. hospitals 
or groups of hospitals work, Thus there is a co-ordina- 
tion between the various hospitals. All the hospitals 
excepting: teaching hospitals come under the control 
of these boards. The treatment in these ‘hospitals is 
free of charge, although in certain hospitals there may 
be a few paying beds or paying blocks. {Under the 
hospital and. specialist services are .included. hospitals 
for general and. specialist treatment, tuberculosis | sani- 
tariaj,, maternity) hospitals, infectious disease units, 
convalescent, and rehabilitation centres, etc. 

(3) Local Government Services are directed: to- 
wards maternity and infant welfare, child)),life 
ection, midwifery, health visiting; home nursing, 
unisation and vaccination; the care of mental 
tients outside the hospitals and institutions; ambu- 
—_ services; after care and prevention of illness. 


Let ‘us just compare the scheme in England with 
the state of things in our'country. The general practi- 
tioners service renders medical aid for a, minute. frac- 


tion of the population. The hospital and ngereetiat 
service is mainly taken up by the Government, although 
run from endowments and 


there are a few hospit 
private donations. The number of heds is not at all 
adequate even for those who desire to have proper 
medical aid. 

As you are aware, a number of patients, for one 
reason or other do not seek institutional treatment and 
even if they do, some of them come to the hospitals 
in such an advanced condition of the disease that 
nothing can be done. 

» No doubt there are public health services run 
the. Government and although they are functioning to 
some. extent, their inadequacy is too apparent. As 
regards such services as maternity and infant welfare, 
rehabilitation, care of school children, care of the 
mentally deficient and cripples, etc. there is nothing 
worth the mention. 

For several reasons well known to every one, the 
health services not progressed in cual 
country and in the present set up it may a num 
of years before anything reasonable can be attained 
to maintain a proper standard of health. 

A few statistics will not be out of place to show 
how inadequate is the medical aid in this country. 

The following comparative statement shows the 
proportion between rs, Nurses, etc. and the 
present population in this country as compared with 
that in the United Kingdom. 


In this country In United Kingdom. 

Doctors 1 for 6300 persons 1 for 1000 persons 
Nurses * 000 ” » 300 ” 
Heath Visitors » * 400.000 ” » * 4770 ” 
idwives 60,000 ” 618 ” 

lified 

Pharmacists » 4,000,000 » 3000 
» 000 ” 2700 ” 
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There may be a certain fallaty, as, when mention 
is made of doctots, it is only the practitioners of modern 
medicine (allopathic) that are taken into consideration 
but not the registered practitioners under the other 
| «Most of the practitioners tend to remain in urban 
areas as a result of which, in villages, where three to 
four times the population in cities stay, the medical 
aid is much worse. 


When “hospital accommodation in India is com- 


pared with other countries it shows that in this country 
there is provision of one bed for 4,000 where- 
as in Englarid and Wales there are 7-14 beds 7 
1,000 population and in U.S.A:-10-48 beds per 1; 


"This medical aid is reflected on the 
mortality of adults and infants, expectation of life and 
maternal mortality. 


Per thousand India England and Wales. 
Death rate 
Infant mortality .. 162 


“Expectation of fife at ° 
birth 


Deaths under one. year 
~»-Deaths from 1- 5 years 
Deaths from 1-10 years 
Maternity mortality 


From the above figures it will be.seen how much 
has to be done to improve the conditions in this country 
to prevent sickness. 


-_ I. am of opinion, that even under the existing 
condition something useful can. be done if there is 
co-ordination between the Scag practitioners service 
and the hospital service. e general practitioner has 
an important role to play as he comes into contact 
with the patients in their homes and knows the environ- 
mental condition. He, as a family doctor can easily 
gain the the confidence of not only the patient but his 
close relatives. On him rests not only the health of the 
individual patients but the prevention of any communi- 
cable disease to the rest of the family, the care of the 
expectant mother, the care of the infant and the 
growing child. , 

In more advanced countries from the time a woman 
becomes pregnant she receives all the attention till the 
infant is born, and even after. Facilities are provided 
by the state for the care of the infant till it grows to 
the age of five; subsequently when the child goes to 
school, the health service at the school takes care of 
him. Sovat every stage in the life of an individual the 
state has taken care to provide necessary facilities for 
the’ maintenance of health and prevention of disease. 


In the absence of such organised services, the 
responsibility devolves on the practitioner. In other 
words, all the services such as maternity and infant 
welfare, school medical service, service in the control 
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of infectious disease; and medico-social service, are 
included in ‘the general practitioners service. 2 

Let me dwell on these things in greater detail, 
When.a patient seeks his advice the practitioner has to 
study the whole person to see the effect of environment 


_ When a general practitioner treats a communicable 
disease, ¢.g., tuberculosis, his aim should be to prevent 
the rest of the family from getting infected. He has 
to fight considerable ignorance and sentiment on the 
part of those that attend on the patient and it is not 
an easy task to impress on the patient's relatives the 
necessity to observe certain preventive measures but 
the practitioner will have to try and educate them as 
far as, possible, 

Taking the question of maternity and infant wel- 
fare, the general ‘practitioner has to take considerable 
responsibility. He is responsible for the antenatal 
and’ post-natal care, watching for early symptoms of 
any toxemias. If the infant is born with any deform- 
ity, ¢.g., talipes, it will be the duty of the practitioner 
to get it attended to. He will have to’ give necessary 
instructions for the proper feeding of the baby. The 
attention that is paid to the child till it grows to the 
js of five by the health services in other countries 
will have to be giveri by the doctor that conducts the 
labour. It means’ he should ‘have a trained midwife 
who will also take up the duties of a health visitor. 


When the child begins to go to school, the practi- 
tioner will have to note the defects in the child, e¢.g., 
defective vision and try to either correct the 
himself or advise the parents of the child to consult a 
specialist. 


Taking up the question of rehabilitation, the 
practitioner has to use considerable skill to see that the 
normal function is restored: For example, in a case 
of Colles’ fracture, it is common observation that the 
average patient irés considerable persuasion to 
move his fingers. practitioner should not satisfy 
himself by setting a fracture correctly but he should 
see that the full function of the limb is restored. 


I am fully aware of the limitations of the average 
busy practitioner and the difficulties that he has to 
face if he has to take up the duties of a practitioner, 
a health visitor, a,social worker, a health officer, and 
a midwife,’ all, blended into one; but if. every practi- 
tioner realises the necessity to do his best in respect 
of all the different types of service and does.as much - 
as possible he will justify his position as a general 
practitioner. 


'\Co-OPERATION BETWEEN PRACTITIONERS 


It is commonly said that no two doctors 
but a close co-operation between those practising in a 
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out the pathological lesion in the body. During and 
after the treatment he should help the patient to get 
over the effects of the environment and follow th 
case till he is completely recovered and even after. 
Here he will not only treat the patient for his ailment 
bat render such medico-social work as is necessary. — 
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particular place, will go a long way, in not only raising 
the general. standard, of medical, aid but also in im- 
proving their own knowledge. Every general practi- 
tioner should have a speciality, Surgery, ENT. 

thalmology, Orthopedics, Midwifery, etc. As 
things ‘starid to-day, where it is not possible for people 
to go to distant hospitals with specialities, the practice 
ina speciality besides general practice will make the 
practitioner more ‘useful. It: will be much easier ‘for 

eral practitioners to co-operate when each one of 

specialises in one branch of. medicine. 


Clinics am giad to note that. some of the 
graduates from the Andhra Medical, College have 
started joint clinics. Here again, a physician, a surgeon, 
an obstetrician and logist can all join together 
and form a team so that their clinic may form a small 


hospital. 


Co-oRDINATION oF WorK BETWEEN GENERAL PRACtI- 
TIONERS SERVICE AND HospiItaL AND SPECIALIST 
SERVICES 


It is not within the scope of the general , practi- 
tioner with the available facilities, to do justice,to ev 
case. Certain ‘cases have to be! referredto hospi 
where facilities exist for special examinations like 
biochemical, bacteriological, etc. The practitioner will 
have to use considerable discrimination in advising 
patients to go to hospitals. He must satisfy himself 
in the first instance that everything possible has been 
done by him and that the patient is likely to improve 
by referring him to a hospital. Sometimes patients 
with advanced disease, e.g., cancer, are directed to go 
to hospitals; but they will have to‘return home either 
with inadequate or no treatment. This not only causes 
considerable inconvenience to the patients but spoils 
the morale. It would be better to be more candid and 
explain to the patient that the disease is too far advanced 
for any treatment. Our patients are not sufficiently 
educated and one has to exercise considerable patience 
and tact in making them understand the real state of 
things and it is our duty, as far as it rests within 
our capacity, to educate the people. 

One. difficulty that is always experienced is the 
follow up of cases. We have to depend on the reports 
from other countries.to evaluate the efficacy of a parti- 
cular treatment. A practitioner is in a better position 
to follow up cases, not only those treated by him ‘but 
also those that are referred to hospitals and sent ‘back 
to him.. It means the maintenance of proper records 
of at least the important cases with all the investiga- 
tions for future reference. 


CO-ORDINATION BETWEEN THE GENERAL PRacTI- 
TIONERS SERVICE AND Pusiic HEALTH SERVICES 


Department of public ‘health is of recent origin in 
this country. In the méaintenance of health there is 
much to be done by way of prevention of disease. 


HEALTH SERVICES 


VOL. NO. 8 
MAY. 


Public health aims at the safety of the whole commu- 
nity, and itis incumbent.on every practitioner to give, 
the greatest. co-operation to the ,public health depart- 
ment, The standard of.work in. this department has 
to, be considerably raised and the state looks forward 
to_every,.citizen, particularly the doctors to give all 
possible help. It is the duty of the practitioner to 
notify an infectious disease, to isolate a patient stiffering 
rai communicable disease, even in the home and to 

€ necessary steps so as to prevent the spread of the 
disease in the family. 


Much'can be dotie in ‘this direction by educating 
the public, “Every practitioner commatids respect in 
the place where he practicés. He is generally a mem- 
ber of the ‘local club and probably’ of some ‘societies 
nised for social work. Either by way of short 
alks or by films it will be possible for the practitioner 
to educate ‘the public as rds some of the diseasés, 
how to preyent them, and how to lead a healthy life. 
At the present moment, the avérage person is mis- 
Pr doi about so many technical things by seeing the 
advertisements. He acquirés a wrong idéa and at times 
offers stiggestions to the practitioner placing him in an 
embatrassed position; but the practitioner should have 
the tact not to be perstaded by him. “Remedies like 
sulpha drugs are often absued. Fortunately penicillin 
and streptomycin cannot be used by the public without 
the -help of the doctor, When M.& B. 693 was first 
found to bea useful drug in the treatment of gonor- 
theea, the half educated persons used to swallow a few 
tablets and live in an atmosphere of contentment when 
the first symptoms subsided, only to suffer later on, 
the effects of incomplete treatment. Everyone appears 
to know something of medicine—at least a few reme- 
dies.' It: should be our endeavour to disillusion them 
of this false motion and prevent them from suffering 
from the-effects of self-medication. 


. Medical ethics is below par in this country. To 
keep our profession in high regard, every practitioner 
will: have to try and maintain a high standard in this 
direction, There.are ever so many unauthorised 
practitioners in the shape of compounders, etc. Let 
us hope that before long necessary legislation will be 
passed to root out this undesirable practice. 


One of the difficulties that the practitioner is faced 
with, isto overcome the temptation of yielding to the 
patients when he expresses a.desire to have a parti- 
cular injection or a particular line of treatment, No 
doubt the patient may be in a position by his previous 
experience to inform;the doctor.about his reactien to 
a particular doug and this information may be useful 
for the doctor to modify the line of treatment but the 
practitioner ,should mot..be carried away by the fancy 
of, the;patient -but should decide for himself whether 
the treatment suggested by the patient will be in his 
best .interests.. The second difficulty is to make the 
patient. undergo the full course of treatment. After 
obtaining. some.relief, the patient, tends to dis- 
continue the treatment either on account of a_ false 
notion that he is cured or on account of his inability 
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to pay the doctor any further, Sometimes such in- 
complete treatment will react in an adverse way on 
the patient’s health, ¢.g., treatment for syphilis with a 
few injections of N.A.B. or stricture urethra with a 


few dilatations. A certain statidard of treatment is pres- 


cribed in such cases and it is incumbent on the practi- 
tioner to persuade the patient to undergo the treat- 
ment completely. 


.. The modern practitioner has to diagnose a condi- 
tion with greater precision than his predecessors, A 
microscope and a diagnostic set have become as inevi- 
table as a stethoscope or a thermometer. Laboratories 
have become: necessary adjuncts for correct diagnosis. 
It is very desirable that some itioners, should start 
laboratories after adequate training. Routine bacterio- 
logical and biochemical examinations should be within 
the reach of every practitioner so that the treatment may 
be on a more scientific basis than mere empiricism. 
The examination of blood for sugar, urea, etc. besides 
culture of blood; the examination of urine for different 
types of organisms before deciding on the particular 
drug to be used, have become so very essential. The 
practitioner should try and maintain an academical 
standard as far as possible.. This cannot be done in the 
absence of laboratory. facilities, 


The progress of science is so very rapid that it is 
not ordinarily possible for an average practitioner to 
keep himself up-to-date and if he wants todo justice 
to the profession he will have to take a periodical holi- 
day from his practice and attend some clinics to 
acquaint himself with the latest develd ts. I do 
appreciate the difficulties of the practitioner. In the 
first instance he may not be in a position to spare the 
time or money to go away from his practice for a 
month or two. Secondly, he may lose some of his 
clientele by the time he returns with additional know- 
ledge. Thirdly, there may not be much scope for put- 
ting into practice what he sees in bigger clinics. So 
there is a disinclination on the part of the*practitioner 
to leave his station, even for a few weeks as he feels 
the advantage he gains by his absence i$ not commen- 
surate with the time and money he spends for acquisi- 
tion of fresh knowledge; but unless there is a periodic 
visit to clinics there not be any 

rogress in science and the part.a gen practitioner 
pay in health services will not be effective: Let us 
pe that in course of time it will be to the advantage 
of the practitioner to attend the post-graduate clinics 
from time to time. 


I was rather hesitant when J decided to speak on 
the responsibilities of the practitioner but in the present 
set up it is necessary to review the position of different 
health services and see how best these services can be 
coordinated and how the practitioner can play an 
important role in the co-ordination so that the standard 
of health of the whole nation may be considerably 
raised. It is not sufficient if an individual is cured of 
his ailment but it is our responsibility to see that he 
fits into his environment so that he may be a useful 
member of the whole nation. ! 


CASE NOTE 
AN INTERESTING CASE OF ‘MONSTER’ 


A. PAL, 
Nathati, West Bengal. 
On 7-1-51, at 10.a.a., 1 was called to see a woman 
in labour, at full term and with history of dribbling of 
liquor amnii from;the day before. She was aged 24, 


first week of January ’51. Her first pregnancy had ended 
in normal Jabour at term, the child still alive, aged 
4 years. Second pregnancy ended in abortion at about 
3 months. Exannnation showed an unusually enlarged 
abdomen, some foetal parts felt to the mother’s right, 
head not fixed, position L.O.A., sluggish uterine con- 
tractions with only slight pain. .F.H.S. 140 p.m. in 
left lower quadrant. An internal examination showed 
cervix thinning but external os closed, head present- 
ing but high up, no leakage of liquor amnii detected. 
Reassurance, rest. in bed and sedatives tided over the 
fear of the patient and she passed that day quietly. 

On 8-1-51 I again saw her in the morning. i 
contractions were stronger and more frequent but still 
sluggish through overstretching of the uterus, due, 1 
thought’ then, to hydramnios | with, perhaps, twins. 
After some more rest and sedatives, I saw her again 
at 6 p.m. She was having good uterine contractions 
now and was safely confined at 7 p.m. of a single baby 
with ‘the congenital abnormalities described below. 
The ta and membranes were entire and intact. 
The baby died after one hour of life. 

The baby had the following abnormalities some of 
which are evident in the photograph (see Plate II). 

(1) Eyes—lids stuck together; (2) Jaws—two 
teeth in upper jaw ; (3) Tongue—absent ; (4) Hands— 
thumbs and little finger only present, other fingers 
absent—both sides; (5) Right foot—great toe absent ; 
(6) Left foot—toes all absent ; (7) Liver, gall bladder, 
intestines and even the placenta were all found just 
outside the abdominal wall and covered by a thin mem- 
brane (? peritoneum, ? membranes) ; (8) Sex organ— 
not developed and (9) Imperforate anus. 

I request the readers to enlighten me if the fcetal 
anomaly could possibly be due to any parental cause. 


(Continued from page 301) 
vitamins may be a dominant factor in the causation of 


With these observations, I think vitamin B may 
play the same role in the cure of kala-azar as does 
vitamin C in cases of asthma. The administration of 
vitamin C has not only decreased the incidence of 
asthma but is now forming a basic part in the treatment 
of asthma (vitamin C with ostocalcium) rather than 
the other antispasmodics. I highly feel that the time 
is not very far off when most of the treatments will 
be done by vitamins exclusively. Above all, vitamin 

is free from toxic effects. 
e result of vitamin B therapy in the treatment 
of kala-azar will be communicated later.—I am, etc., 
Suraj PRAKASH SAKSENA, M.B.B.S., 


K. A. Medical Officer, U. P. 
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SHOCK AND OBSTETRIC SHOCK 


For some years past the term ‘obstetric shock’ 
has been used in a rather restricted’ sénse in order to 
designate shock developing during or after child-birth. 
Our knowledge of the mechanism and the mode of 
occurrence of shock is still inadequate, but the ‘fact, 
which has emerged out of the painstaking observa- 
tions in recent years is that ‘obstetric shock’ is not 
a separate entity, but. merely ‘shock’ in obstetric prac- 
tice, differing from conditions of surgical and medical 
Shock only in its environment and not in its nature. 
However, this change in view has not been accepted 
charitably by the obstetricians, for in a recent text 
book? the authors describe ‘idiopathic or true obstetric 


shock’ as a condition distinct from ‘surgical shock’ in | 


obstetric practice. On careful scrutiny however even 
this so-called ‘idiopathic’ shock appears to be a doubt- 
ful entity, for Steiner and Lushbaugh* have shown that 
many of these cases are actually instances of pulmonary 
embolism caused by liquor amnii and vernix caseosa. 
More recently, Gross and Benz* described some more 
cases of a similar nature and these wére characterised 
by a ‘sudden unexpected development of irreversible 


The confusion and controversy can be cleared to 
a great extent if one remembers that ‘shock is a state 
involving the entire organism characterised by general 
impairment of circulation’ with the ‘reduction of the 
output of blood from the left ventricle to a level below 
that needed for normal cellular function and meta- 
bolism’ (Davis‘). With such a broader concept it 
becomes easier to understand the syndrome complex 
known as shock whether it be in medical, surgical or 
obstetric practice. 


Of the recent contributions of outstanding interest 
on shock as seen by the obstetricians are those of 
Scott,5 and Sheehan.* Both these authors stress on 
blood loss and trauma as important contributory factors. 
The recent paper by Mukherjee and De’ in this journal 
also provides data in support of this view. Sheehan,® 
however singles out two conditions, vis., prolonged 
labour and retained placenta. The danger of ketonamia 
in prolonged labour is not often realised, although 
attention to this was drawn by Anderson* more than 
‘a Obstetrics—Munrokerr & Moir, Bailliere, London, 
A. M. A., 11721245 & 1340, 1941. 

* Surg. Gyn. Obst., 85 :315, 1947. 
“Shock and Allied forms of Circulation, Greene & Stralton, 


New York, 1949. 
Brit. M. J. 1947. 


, 1948. 
"J. Indian M. A., 20:241, 1951, 
*J. Obstet. & Gyn. Brit. Emp., 41:261, 1934. 
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15 years ago. The recent biochemical studies of Le 
Page® also’show that shock is accompanied by a state of 
acidosis; probably of metabolic type, caused by the 
accumulation of anions in the tissue cells and resulting 
in a disturbance of the ionic equilibrium between the 
intracellular and extracellular fluids of the body. 


The role of uncomplicated retained placenta in 
shock is difficult to assess in our country at present, for 
in, such cases. frequent and inefficient, attempts of 
Credé’s. expression by people not qualified to per- 
form this operation are the ustial rule. Mukherjee 
and. De’s’ study also suggests this. Even 
Sheehan’s® patients ‘had previously undergoné un- 
successful attempts to express the placenta and it is 
. difficult to assess how vigorous the attem 
were’. Obstetric teaching in this country shoul 

ise, a little more than is usually done, the abuses 

dangers of forcible and frequent attempts of Credé’s 

expression of the placenta. This will materially reduce 
the incidence of third stage hemorrhage and shock, 


Oligemia as a shock inducing agent in obstetric 
ctice has a dual significance in India. P 
Aiaiebtrtege is indeed a well recognised and well under- 
stood condition, but what is not often realised is that 
the administration of large doses of poSterior pituitary 
extract, used with the object of stopping the hemor- 
rhage sometimes aggravates the shock caused by the 
blood loss. Shock causes vasoconstriction, posterior 
lobe extracts of pituitary aggravate it. Gesel’® 
the concept of ‘nutrient flow’ and postulated that in 
shock the transport of nutrient material and excretion 
of waste products are interfered with. If this concep- 
tion is true, and the study of Page" suggests that this 
is so, then vasoconstriction caused by pituitary ex- 
tracts should be carefully avoided in this type of cases. 
Ergometrin is a safer drug and clinical experience 
proves that it is so. 


The second oligemic factor, which is of great 
importance in our country is anemia. About 50 per 
cent of the p population are anemic according 
to the international standard of blood hamoglobin level 
during pregnancy. Anemia predisposes to anoxia. A 
mild nociceptive impulse which would cause merely a 
protective vasoconstriction in a normal person, may, 
in an anemic subject, give rise to the dangerous degree 
of anoxia, required to set in the irreversible changes in 
shock. The importance of anoxic states in the produc- 
tion of shock has been impressively told by Moon™ 
and recently emphasised by Varangot.8 The import- 
ance of this variety of oligemic shock is that it is a 
wholly preventable condition if antenatal care is wider 
and more thorough. 


When the nutritional status of the 

lation of the country is taken into consideration 
it seems surprising that Mukherjee and De® should have 
* Am. J. Physiol., 147 :446, 1946. 
* Ibid., 47 :502, 1919. 
™ Am. Heart. J., 38:161, 1949. 
* Shock and Related Capillary Phenomena, Oxford Univ. Press, 


1938. 
” Presse Med., 1:103, 1940. 


| 
| 
shock’. 


EDITORIAL 


observed the incidence of shock’to be orily 18-5 per thou- 
sand confinements. Much has been said in recent years 
about the lipotropic effect of some of the essential 
amino acids of the diet. Where the dietetic protein 
intake is less than 4:5 gm. nitrogen per day of which 
not more than 20 per cent are first class proteins the 


functional efficiency of the liver cannot be of a high 
order, To add to this are the effectS of intestinal 
ameebiasis and helminthiasis. The role of the liver in 
irreversible shock has been shown in an rimental 
study by, Frank, Seligman and Fine." Tt will do good 
to all concerned and materially reduce the incidence of 
shock if those who are entrusted with the care of 
expectant mothers ¢mphasise the importance of high 

tein diet (especially consisting of those of high bio- 
logical value) during pregnancy. 


- The difficulty in understanding the mechanism 
involved in the production of shock and the continuous 
attempt by the obstetricians for the segregation of the 
term ‘obstetric shock’ lies in the lack of realisation of 
the fact that ‘shock is as fundamental reaction as in- 
flammation’ (Green'®). _McDowall** has graphically 
described shock as occurring in two phases; vicious 
cycle I, and vicious cycle I], The former is a cycle 
of compensation with chances of recovery and inter- 
ruption of the cycle if transfusion and _antishock 
measures are employed. The latter is called by the 
author as the ‘death cycle’. It has been shown both 
experimentally and clinically that if the systolic blood 
pressure in the artery falls below the critical level of 
80 mm. Hg. and persists there for some time (Hill and 
McQueen") irreversible changes occur and the ‘death 
cycle’ is introduced. These facts have important 


‘bearing in the understanding and management of shock, 


be it in obstetric, surgical or medical, practice. The 
fundamental changes in progressive shock are cardio- 
acceleration, vasoconstriction, capillary stasis and tissue 
anoxia, Experimentally induced shock in animals 
show the presence of V.E.M. (vaso-excitor material) 
and V.D.M. (vasodepressor material) in the blood 
and certain tissues of the body (Shor et al’*). During 
the compensatory phase (vicious cycle I) the V.E.M. 
is active. During the ‘death cycle’ the V.D.M. pre- 
ponderates, causing peripheral vasodilatation and stasis, 
and giving rise to what Moon’ described as ‘circula- 
tory bankruptcy’. The effect of this is mounting oxygen 
debt, fatal tissue anoxia and death. 


The V.E.M. mechanism has been studied by 
Page (loc. cit.). This author has observed an intense, 
early and persistent vasoconstriction in the cutaneous 
and splanchnic area. But the amazing finding, which 


is recorded by this author, viz., dilatation of the coro- 
nary vessels of the heart, is contrary to the usual belief. 
The exact chemical nature of the V.E.M. and V.D.M. 
are not known yet, but Page claims to have isolatel 
a humoral vasoconstrictor agent (named by this 


“J. Clin. Invest., 25:22, 1946. 
* Brit. Med. Bull., 3:102, 1945. 
* Ibid, 1:919, 1940. 

™ Lancet, 2:65, 1921. 

* Science, 102:489, 1945. 


author, serotonin), which is twice-as active as adrenalin. 
Bielschowsky and Green’s  M.S.F. (muscle shock 
factor) which thas) been identified as adenositie tri- 
phosphate (A.T.P.) may well be the V.D.M. operating 
at the irreversible stage of shock, 


__ Much has been said in recent years on the role 
the adrenal cortex in shock. The recent paper of 
Mukherjee and De” offers some proof for the existence 
of a state of adrenal insufficiency in the shock oi 
obstetric practice. The evidences offered are however, 
not conclusive and do not clarify the existing confu- 
sion in the subject. These authors record the finding 
of adrenal cortical hemorrhage and necrosis at aut6psy 
studies in shock, Clinical conditions like Waterhouse- 
Friderischen’s syndrome, which are associated with 
adrenal cortical hemorrhage and degeneration, are in- 
deed known to give rise to marked vasomotor collapse. 
But the similarity ends there, The latter condition is 
marked by the presence of cyanosis which is slight, if at 
all evident, in shock. Moreover, Ebert and Stead?" 
have shown that the syndrome of Waterhouse and 
Friderischen is characterised by an absence of hemo- 
concentration and pooling of blood, while in shock these 
constitute cardinal features in pathology. Sheehan® also 
described 12 cases of acute hemorrhagic destruction 
of the suprarenal cortex, in none of whom symptoms 
suggestive of shock were present. 

While the gross anatomical lesions found in the 
cortex of the adrenal glands in shock are contradictory, 
the biochemical findings are not so. Selye’s®? out- 
standing contribution on ‘alarm reaction’ and ‘general 
adaptation syndrome’, in which the adrenal cortex 
occupies the position of the hub of the wheel, suggests 
that the manifestations of shock are linked with a state 
of functional inefficiency of the suprarenal cortex. Like 
experimental adrenal cortical insufficiency shock is 
attended with a state of azotemia and hyper-potassemia 
(Scudder**), The recent findings of Mukherjee and 
De®’ are in agreement with this. Homs,2* however, 
maintains that the importance of potassium as a chemi- 
cal agent in shock, if any, is only at the terminal stage. 
Nevertheless, Wiggers*® has demonstrated that in 
hemorrhagic shock depression of the S-T complex 
occurs at the irreversible phase, and this electrocardio- 
gtaphic change is characteristic of potassium poisoning. 

Thus, while there is reason to believe that a state 
of adrenal cortical insufficiency may exist in shock, the 
facts on which such a belief is based are not wholly 
conclusive. It is therefore wise to place one’s reliance 
on transfusions and infusions in treating shock, rather 
than to depend on adrenal cortical hormone alone. In 
this connection the small number of cases presented by 
Mukherjee and De* is illuminating and their findings 
deserve confirmation in a larger series of cases. 


* Lancet, 2:153, 1943. 
Indian M.A., 20:275, 1951. 
Clin. Invest.. 20:671, 1941. 
Shock— tudies as a Guide to Therapy, Lippincott, 
Philadelphia, 1939. va 
* Am. J. Physiol., 148:499, 1947, 
* 4m. Heart J., 33 :633, 1947, 
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which is often 


missed” 


Watts, C. A. H.: Endogenous Depression in 
General Practice, Brit. M. J. 1:11-14, 1947 


In mild depressive states, 
‘Dexedrine’ will often produce 
some or all of the following effects: 
(a) increased mental activity, 
interest and accessibility; 
(b) increased self-assurance, optimism 
and sense of well-being; 
(c) psychomotor stimulation; increased capacity for 
physical and mental effort. 


TABLETS 


sulfate, S. K. F.) 


the anti-depressant of choice 


SMITH KLINE & FRENCH INTERNATIONAL CO., Philadelphia, U.S.A. 
Sole Importers in India: Pharmed Ltd., 232 Hornby Road, Bombay 1 
10, Lali Bazar, P. O. Box 2384, Calcutta, 


Branches 
* Madras—16, Broadway, G. T. Madras. 


Wher replying, please mention the Journal of the Indian Medical Association 
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DI-INSULIN is a mixture of equal parts 
of Crystalline Insulin and Iso-Insulin, a 
new Insulin derivative with prolonged 
action. 
DI-INSULIN offers the following advantages :+ 

Reduction of doses, 

Reduction of the number of injections. 

Easy adjustment and better control of Glycaemia and 

Glycosuria 


DI-INSULIN Is available in 10 c. c vials of 40 1 U. per cc. 


Further the following preparations of the world-known 
DANISH INSULIN are available under DUMEX BRAND 
INSULIN NOVO 20 1.U. Perc. c. Vials 
INSULIN NOVO 401. U. Perc. c. 10. c. Vials 


foumex: 


DANISH UNITED MEDICAL EXPORT 


Sole Distributors: 
THE EAST ASIATIC CO. (INDIA) LTD., 
27-A. WAUDBY ROAD, FORT, 
P.0. BOX 639, BOMBAY 1 


When replying, please mention the Journal of the Indian Medical Association 
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CURRENT TOPICS 
NUTRITIVE VALUE OF SYNTHETIC RICE 


Dr. V. Subrahmaniam, Director of the Cettral 
Food Technological Research Institute, addressing a 

pier J of the Madras State Food Advisory Committee 
on 17th February, 1951 described how synthetic rice 
would help in solving the present food shortage with- 
out much expenditure of money and also explained its 
future possibilities. 

Dr. Subrahmaniam said, from the point of nutri- 
tive value, facility of cooking, cost and keeping power, 
synthetic rice was as good as genuine rice, 

He said that the nutritive value of various food- 
stuffs could be reproduced by suitable blending of 
their components, such as starch, sugar, fibre, proteins, 
fat, minerals and vitamins, etc., which were widely 
distributed in nature. Owing to the acute food short- 
age, there was now a case for a search for a 
cheap and plentiful source of the’ essential components. 
The starch required could be had from tubers like 
tapioca and sweet potatoes and the proteins from oil 
seed cakes especially groundnuts and different grasses, 
particularly the leguminous variety 

The nutritive value of tubers, sintiedity tapioca 
and sweet potato, Dr. Subrahmaniam said, could be 
much improved and even raised to a higher level than 


Technological Research Institute had shown 
10 per cent of processed groundnut cake incorporated 


nical problem resolved itself into one of proper blending 
in the same way as rice. He 
succeeded in achieving a blend 
uct as hard as rice and could 


METHOD oF 


irement. 

Dr. Subrahmaniam said that the of this 
synthetic rice could be o ei a cottage 
industry basis or a factory basis. With a capital of 
about Rs. 7,000, a equipment capable of producing 
shout sats. dag At a cost 
of about Rs. one , improved types of equipment 
could be set up capable of producing 5 to 7 cwts. per 


Generally, he said, tapioca was preferable to sweet’ 
potato in this connection ee i gave material of better 
colour, natural taste and easy adjustibility. Tapioca 
could also be grown on comparatively poor soil and the 
yield per acre ranged from 3 to 10 tons per acre, On an 
average, they could thereby raise at least three times as 
much dry food per acre in the form of tapioca as of 
other grains. In Travancore-Cochin, tapioca was sel- 
ling at Rs. 60 to Rs. 120 per ton depending on season 
but in the right season Rs. 70 to Rs. 80, he said, would 
be a fair price. Approximately three tons of tuber 
would yield slightly over one ton of grain. Ground- 
nut cake of the desired quality and the processing, etc., 
would add to the cost but eventually, he said, 
finished product would not cost more than As. 2-8 to 
As. 3 per pound. With improvements in processing 
and production, the cost could be further reduced. 


The advantages of such a processed food, Dr. 
Subrahmaniam said, were fairly obvious. “We can”, 
he said, “produce at least three times as much food 
per acre as we are now able to obtain. If it is applied 
on a sufficiently large scale, the country will save huge 
‘sums of money which are now being spent for pur- 
chasing food from abroad.” 


BEneFir TO CoNSUMER 


Dr. Subrahmaniam said that at a meeting presided 
over by the Prime Minister at Jamshedpur, it was sug- 
gested by Dr. S. S. Bhatnagar that the production 
of synthetic rice should be first demonstrated in 
Travancore-Cochin, which was in a uniquely favour- 
able position in this connection. The Government of 
the State also foresaw the possibilities and as a first 

organised the demonstration of the process at the 
All-India Exhibition held recently at Trivandrum. 
The demonstration attracted wide attention and the Raj- 
pramukh, the Ministers, and all who witnessed the 
process were impressed by the same. The Travancore- 
Cochin State at present produced an abundance of 
tubers and could produce a great deal more if there was 
an incentive for the production. By utilising a part of 
the production for synthetic rice, the consumer and 
grower would benefit, while large sums spent on pur- 
chase of grains would be saved. The progress of the 
undertaking in Travancore-Cochin would, therefore, be 
watched with great interest not only by the rest of 
India but also by other countries similarly placed in 
regard to foodgrains. Madras, Mysore and Hyderabad 
and Bombay could easily follow as they not only had 
the facility of growing tubers but also abundance of 
groundnut. 


In conclusion, Dr. Surahmaniam said that the 
present development “owed its origin to the vision and 
enthusiasm of Sir S. V. Ramamurti”. It was not too 
much to predict, Dr. Subrahmaniam added; that the 
synthetic product would in course of time become more 
attractive and more nutritious than any natural grain. 
The process now developed in India by Indians was now 
being freely given to the world ; but it was fairly certain 
that hundreds of patents for improvements marked by 
well-known firms would follow in the years to come. 
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of grains by the incorporation of seed cakes, particu- ns 
larly, groundnut cake. The work done by the Food rf 
with tapioca or sweet potato flour along with calcium . 
y in suitable form was sufficient to produce an over-all 
nutritive value higher than that of rice. The tech- Bom 
q Explaining = this product, ‘ 
a Dr. Subrahmaniam said that the best way was to bring is 
4 five parts of water to boiling point, drop one part of 
a the product into it, preferably in instalments, so as not 
to boil. The grains are stirred and 
z sampled. cooking would take about 8 minutes, or 
4 a third of the time taken by genuine rice. The gruel 
ie should be drained off and the cooked food served as 
day. 
\ \ =i 
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After the forenoon sitting, Sir S. V. Ramamurti 
treated. the Ministers and the members of the Com- 
mitte to a non-cereal lunch prepared out of synthetic 
rice. The items included ‘sweet pongal’, ‘ven pon- 
gal’, and “‘puliyorai’. The dishes looked and tasted 
exactly like those prepared of ordinary rice. 

Earlier, a statement on the food situation in the 
State explaining the procurement method and the pro- 
gress of the intensive cultivation schemes was circulated 
to, the mebers of the Committee—The Hindu. — 


ANTIMALARIALS AND CARCENOGENS 


Prof. L. F. Fieser, Professor of Chemistry, Har- 
vard University, U.S.A., delivered a course of two 
lectures as Coochbehar Professor of the Indian Asso- 
ciation for the Cultivation of Science for 1947 on 
January 13 and 15, 1951 at the premises of the Asso- 
ciation in Calcutta. 

The first lecture, on January 13, was devoted to 
Naphthoquinone antimalarials that have been developed 
by Prof. Fieser and his co-workers in the Chemical 
Laboratory of the Harvard University. After a brief 
historical survey on Dr. Hooker's and his own work 
on Lapachol and its derivatives (2-alkyl-3-hydroxy-1, 
4-naphthoquinone), Dr. Fieser described how Lapinone, 
was synthesized and found to possess adequate potency 
and stability. Tested in human beings Lapinone showed 
promise as an agent against Plasmodium vivar. Ever 
since this discovery further search for more potent and 
effective antimalarial drugs of this class has been in 


In the second lecture of this series, on January 
15, Prof. Fieser dealt with the cancer problem with 

jal reference to the substances that cause cancer 
in the animal body. Preliminary researches that Dr. 
Fieser has already carried out in this concern have 
been quite promising, and further work based on several 
theories initiated by him is expected to clarify at least 
some features of the enigma of cancer. 

Incidentally, it was interesting to note that Dr. 
Fieser has isolated, through a process of painstaking 
experiments, a structural isomer of cholesterol from 
the commercial products that were hitherto accepted 
as pure cholesterol. 

Lastly, Prof. Fieser informed that he himself 
often performs his own laboratory experiments. This 

be a deterrent to any who, having established 
themselves in the sphere of science, tend to develop 
a smug sense of superiority only to avoid bench work. 
—Science & Culture, 16: 365, 1951. 


LT. COL. AMIR CHAND’S ADDRESS AT 
‘LADY HARDINGE MEDICAL COLLEGE 


In an address to students on the 35th foundation 
day of the Lady Hardinge Medical College, New Delhi, 
on 15th September, 1950, Lt.-Col. Amir Chand, Prin- 
cipal said :— 

The whole of my life has been spent in the midst 
of youth and I have been all along both a student and a 
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teacher. That might sound ‘paradoxical and mi 
ask how that could be possible. The pan 
The best way to learn is to teach, and knowledge has 
no limits. In the early part of my life I was, like all 
of you, a student and I am confident that I must have 
stimulated my teachers, at least some of them, to learn 
more and more, and in that sense I acted as their 
teacher. Later on, when I became a teacher, my stu- 
dents taught me what I would not have learnt other- 
wise. They have been the most powerful stimulus for 
me to read as extensively as I could and to think out 
or hunt out the explanations of many a problem which 
otherwise I would not have bothered to probe in. Thus 
if I was their teacher they were in turn my teachers. 
To put it differently, they and myself were students 
with the only difference that we were at different stages 
on the same path of learning we were treading, A 
seeker after knowledge is a student till the end of his 
life. Although at present I have no teaching work 
to do—and that is what I miss most—I continue to be 
a student; and so, in a way, I am one of you. 


According to the modern philosophy of education, 
a pupil is not a mere recipient of knowledge but is a 
reacting agent and, with the teacher, the predominant 
partner in the work of education. The idea that edu- 
cation can be imparted has been abandoned. Know- 
ledge cannot-be imbibed as a sponge imbibes water. 
While the teacher is a director of learning he stimulates 
and guides the pupil who learns largely by self- 
education. Do not try to learn too much; pick up the 
right methods and get to know with the guidance of 
your teachers how to study. 


There are certain laws of learning the most im- 

nt one of which is the law of interest. Learning 
is effective and efficient in proportion to the interest 
of the learner. Interest begets attention which | 
us to the second law of learning, the law of attention, 
which demands complete concentration of the mind. 
Classifying students, Professor Gottlieb in Sinclair 
Lewis's ‘Martin Arrowsmith’ says: “There are two 
kinds of students that the gods give me. One kind 
they dump on me like a bushel of potatoes. I do not 
like potatoes, and the potatoes they do not ever seem 
to have great affection for me; but I take them and 
teach them to kill patients. The other kind they are 
very few: they seem for some reason which is not 
at all clear to me to wish a liddle (little) bit to become 
scientists, to work with bugs and make mistakes. 
These, ah! those I seize them, I denounce them. I 
teach them right away the ultimate lesson of science, 
which is to wait and doubt. Of the potatoes I 
demand. nothing, of the foolish ones who think T could 
teach them something, I demand everything.” I leave 
it to you to decide to which of these two categories you 
belong. 
The other laws of learning are the law of associa- 
tion or thinking and the law of repetition or doing. 
‘Too many books, too much reading, too little thinkin 
is the usual practice in our educational institutions. 
That leads to failure in examinations and in life. We 
know why we are doing it. You must read and work 

making full 


not only diligently but also intelligently, 
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use of your brain all the time. Intellectual capacity, 
character and interest are the essential requisites for 
the study and practice of medicine. 

The use of repetitions isa more economical method 
of learning than study for periods of excessive length. 
A proper distribution of work and rest period should 
be sought. Repetitions should be well distributed 
rather than numerous. The phenomenon of forgetting 
is greater during the first few days or weeks than 
subsequently. It is probable that repetitions, with 
progressively increasing intervals, are far more pro- 
ductive than the same number of repetitions at equal 
intervals. Repetition is the ‘parent of learning’. 

Make up your mind to be successful; having done 
that remember that the door to success is always labelled 
‘Push’ and that the first essential for it is hard and 
honest work done with grit, determination and intelli- 
gence. You are here to be educated, but education does 
not mean poring over books or throwing facts into 
one’s mind without utilising or testing them. It has 
been rightly said that hitherto in the multitude of 
education, education itself has been forgotten. Educa- 
tion is the development of the reasoning faculty in man. 
Education, in Osler’s words, is nothing but a subtle 
slowly effected change due to the action upon us of the 
External, of the written record of the great minds of 
all ages, of the beautiful and harmonious surroundings 
of nature and of art, and of the lives, good or ill, of 
our fellows. 

While you are being educated, pay full heed to 
the building of your character and this is the right 
place for that ; for, a school or a college has been rightly 
defined as a sanctuary where there should be nothing 
that is base or unholy, it should be a factory for the 
making of character. 

You are at a formative stage of life. Your judg- 
ment is immature because it is blended more with 
childish innocence than experience. You are likely to 
beKeve that this world is full of saints. Unfortunately 
it is not. So choose your company wisely with the 
guidance of those who possess mature judgment and 
ripe experience. 

Once you have qualified yourselves do not desert 
the profession. If I be pardoned for stating a fact. 
the marriage market seems to attract women medical 
students and doctors more than the study and practice 
of medicine. There is a very great dearth of doctors, 
more so of women doctors, in our country and we 
cannot afford to let the work put in by them as stu- 
dents, the money spent on their education by their 
parents and the State, and the energy of their teachers 
go waste in the way in which they are going at present. 
So my advice to you is that while you are students 
keep your affections on ice and do not let the blind-bow- 
boy play the devil with you, and after qualification 
when you think of getting married ensure that marriage 
will not prevent you from practising. This is an 
extremely important point which I would like all of 
you to consider very seriously. 

These are stray bits of advice that I have offered 
you. Singly they may be trifles, but trifles make 
perfection and perfection is no trifle. 


NOTES AND NEWS 


THE WORLD MEDICAL ASSOCIATION 
FIFTH GENERAL ASSEMBLY 


The Swedish Medical Association will be host to 
the Fifth General Assembly of the World Medical 
Association when it convenes in Stockholm, Sweden, 
from 15th to 20th September, 1951. 

The General Assembly will consider problems of 
medical education, both undergraduate and post- 
graduate ; medical social security ; and tion with 
inter-governmental organizations such as WHO and 
UNESCO. Tentative plans are also being made to 
devote at least half-a-day to a scientific programme, 
presenting papers relative to the most recent develop- 
ments of medical science. 

On 21st September, 1951, the World Medical 
Asssociation will sponsor a meeting of the medical 
editors of the world. A special programme is being 
oe by some of the world’s outstanding medical 
tors. 


Further details relative to this meeting may be 
obtained from the Secretariat of The World Medical 
Association at 2, East 103rd Street, New York 29, 
New York—or from the Hony General Secretary, 
Indian Medical Association, Hanging Bridge, Faiz 
Bazar, Daryaganj, Delhi. 


INDIAN DOCTOR ENTERTAINED 
IN EAST AFRICA 


Col. Jaswant Singh, Director of the Indo-Malaria 
Institute, arrived at Nairobi, East Africa, in the last 
week of November, 1950 en route Kampala to attend 
the Malaria Conference of the World Health 
Organisation. 


He was entertained by the Indian Medical Asso- 
ciation, when Sir Charles Mortimer, former Health 
Member of Kenya, praised the work of Indian doctors 
in the African territories. The speaker also referred to 
the yeoman’s service rendered by them in distant parts 
of Africa. He paid glowing tributes to Tadian medical 
=. who had maintained very high ethical 
sta 4 


Dr. (Mrs.) Harris, wife of the Nairobi Mayor 
and President of the local British Medical Association, 
in the course of her speech referred to the high standard 
of research maintained by Indian practitioners in East 
Africa. 

FIFTH INDIAN CONGRESS OF RADIOLOGY 

The need of improving radiological service to the 
masses was stressed by Capt. M. Mukherjee, Calcutta, 
presiding at the Sth Indian Congress of Radiology at 
R. G. Kar Medical College, on 12th February, °51. 

Dr. D. M. Bose, Director, Bose Institute, Calcutta, 
inagurated the conference. Prof. Satyendra Nath Basu 
opened the scientific exhibition. 

_ Capt. Mukherjee in his presidential address, 
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hospitals in our cities are very poorly equipped and 
staffed. He urged an extension of the benefit of X-ray 
examination to the mass of our people who live in the 
vi 


“Wider introduction of mass miniature radio- 
graphy of the chest” Captain Mukherjee said, “is one 
of the methods for extending the special type of radio- 
logical service to our people. It is a very useful method 
for detection of incipient or latent cases of tuberculosis 
of the lungs in a community, at a cheap rate.” 


Pointing out that India lags far behind the western 
countries in medical radiology and in radiological 
industries, Capt. Mukherjee said that for improvement 
of radiology, we have to improve first and foremost the 
radiologist. We should set about to upgrade our 
radiological standard by starting immediately post- 
graduate diploma course of a high standard. A 
Central Institute, fitted with the latest instruments and 
manned by eminent professors in charge of the various 
departments should be established as early as possible 
to, conduct real fundamental researches into the different 
problems of pure and applied radiology including 
medical, he concluded.—Hindusthan Standard. 


12TH ALL-INDIA OPHTHALMOLOGICAL 
CONFERENCE, CALCUTTA 


The 12th session of the All-India Ophthalmo- 
logical Conference was inaugurated on the Ist of 
March, 1951 at the General Lecture Theatre of the 
Calcutta Medical College by Dr. B. C. Das Gupta, 
Director of Health Services, Government of West 
Bengal. Dr. M. N. Bose, Principal, R. G. Kar Medical 
College welcomed the members of the Conference as 
the Chairman of the Reception Committee and Dr. 
C. N. Shroff of Bombay presided. 150 eye specialists 
from all over India attended the Conference. 


Welcoming the delegates and members of the 
Conference, Dr. M. N. Bose stressed on the present 
low state of public health in India and discussed some 
of the difficulties in tackling the preventive aspects of 
eye diseases, under the present conditions. 


Dr. Bose suggested that arrangements should be 
made to ae a better type of training in ophthalmo- 
logy to medical graduates and most of them should be 
settled in the rural areas preferably with the aid of the 


’ Government, either on a subsidy or on co-operative 


basis. He also suggested that the standard of the 
course of post-graduate training before appearing in a 
diploma examination in ophthalmol in different 
universities and examining bodies in India should b= 
made uniform. 


While inaugurating the Conference, Dr. B. C. Das 
stressed on the importance of the problem of 
prevention of blindness which has assumed serious 
proportions. He opined that blindness due to attack 
of infectious diseases can and should be reduced as has 
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been successfully done in the western countries. Ia 
this connection he felt that there was inadequate co- 
ordination between the efforts of experts on the one 
hand and the general mass of practitioners on the 
other. Dr. Das Gupta thanked the universities which 
were paying adequate attention to ophthalmology so 
as to have a separate paper on it in the examination. 
He also spoke on the importance of properly tackling 
the problems of squint, defective colour vision, and 
training and welfare of the blind. 


While delivering the presidential address. Dr. 
C. N. Shroff recalled that the last All-India Ophthal- 
mological Conference held in Calcutta was in the year 
1933. He felt sorry that eminent scientists like Sir 
J. C. Bose, Acharya P. C. Roy and an eminent Oph- 
thalmic Suregon like Dr. S. K. Mukherjee of Calcutta 
were no more in this . 


Dr. Shroff said that India was a land of villages 
and the problem of prevention of blindness must be 
tackled from there. For the time being, he thought 
that with proper training in social work, the teachers 
of the primary and vernacular schools of the village 
could be made use of in tackling the vital problem. 
In this connection, he re-called that blindness due to 
eye diseases caused by smallpox, vitamin deficiencies 
(keratomalacia, xerosis, etc.), venereal diseases, 
granular conjunctivitis (trachoma), etc. was prevent- 
able. One of the formidable causes of blindness in 
India was smallpox. Immunity against smallpox was 
possible if first vaccination was systematically done 
betweert the second and the third month of infancy. 
and re-vaccination done at the age of € years, and 
later as required from time to time. 


In conclusion, Dr. Shroff appealed to the indus- 
trialists, rich philanthropic gentlemen and the Govern- 
ment to allocate adequate funds for providing adequate 
facilities to the ophthalmologists so that they could 
tackle the problems of prevention of blindness and 
conduct scientific researches in ophthalmology. 


LEPROSY ADVISORY BOARD 


The Leprosy Advisory Board appointed by the 
Gandhi Memorial Trust held its two-day session at 
Sewagram (Wardha) on 24th and 25th February, 
1951. The schemes considered by the Board. include 
proposals for intensive and extensive study of the dis- 
ease and training of medical and social workers to 


tackle the problem. 


Dr. Jivraj Mehta was elected Chairman of the 
Board. A sub-committee is being set up to work out 
the details of the schemes which a be placed 
before the trustees for approval, it was learnt. 


The question of organizing anti-l work as 
one of the main activities of the Mahatma Gandhi 
Memorial Trust was also discussed.—P.7,],—Reuter. 
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‘SEVENTH INTERNATIONAL HOSPITAL 
CONGRESS 


The International Hospital Federation’s VIIth 
International Hospital Congress, will be held in 
Brussels from July 15th to July 21st, 1951, of which 
the central theme will be the Care of the Chronic Sick 
and Aged. The principal addresses will be given by 
Dr. E. M. Bluestone, Director of the Montefiore 
Hospital, New York, and by Professor Pierre Delore 
of the Universitv of Lyons, France, ‘Open Forum’ 
oven on all aspects of hospital problems will also 


All travel arrangements and hotel bookings for 
the Congress can be made through J. W. Kearsley & 
Co. at their new Head ‘Office at Dorland House, 14, 
Regent Street, London, S.W.1, or through their 
correspondents and agents outside the United Kingdom. 


NATIONAL GASTROENTEROLOGICAL | 
ASSOCTATION, 1951 AWARD CONTEST 


The National Gastroenterlogical Association has 
announced its Annual Cash Prize Award Contest for 
1951. One hundred dollars and a Certificate of Merit 
will be given for the best unpublished contribution on 
Gastroenterology. or allied subjects. Certificates wi'l 
also be awarded to those physicians whcse contribu- 
tions will be deemed worthy. 


Contestants must be members of a medical organi- 
zation (like the I.M.A. in India. The award to the 
winning contribution will be made at the Annual 
Convention Banquet of the National Gastroentero- 
logical Association in September, 1951. 


All enteries for the 1951 prize should be limited 
to 5,000 words, be typewritten in English, and sub- 
mitted in five copies accompanied by an entry letter, 
and must he received not later than Ist June. 1951. 
Entries should be addressed to the National Gastro- 
gay Association, 1819 Broadway, New York 

. NY. 


RESEARCH IN PHANTOM LIMB 


The Australian Services Canteens Trust Fund 
haye initiated special research in ‘phantom’ limbs, 
the overall research being designed to alleviate the 
sufferinzs of limbless war veterans. They will make 
effort to disocver a treatment to ease that peculiar pain 
suffered in ‘phantom’ limbs—limbs that no longer 
exist—and pains in the stump of the amputation. 
Research will also be made into nerve storms. 


An endowment of Rs. 1,60,000 covering a period 
of three years, has been given for this project, and 
later the endowment may be extended. 


Australia is perhaps the first country to create a 
special endowment for research into pains in ‘phan- 
tom’ limbs, a problem which is of world-wide 
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BODY SET UP TO ENQUIRE 
GHEE ADULTERATION 


The Government of India have appointed a com- 
mittee to examine the extent of adulteration of ghee 
with vanaspati and other products 1nd to suggest 
measures to eliminate or minimise such adulteration, 
the Food and Agriculture Ministry announced on 19th 
February. 


Dr. B. J. Ambedkar, Law Minister, will be the 
chairman of the Committee, The other members are: 
Mr. M. Thirumala Rao. Deputy Minister for Food and 
Agriculture: Pandit Thakurdas Bhargava, m.p.: Mr. 
Prabhudayal Himatsineka, w.p.; Dr. P. C. Ghose; 
Dr. S. S. Bhatnagar; Dr. Patwardhan, Coonoor; Dr. 
B. Subrahmanyam of the Food Technological Research 
Institute, Mysore and Dr. N. N. Godhbole, former 
professor of Chemistry, Banaras University. 


Dr. D. V. Karmakar, Technical Adviser, Ministry 
of Food and Agriculture, will be secretary. 


TUBERCULOSIS WORKERS’ CONFERENCE 


Dr. K. C. K. E. Raja, Director-General of Health 
Services and Chairman of the Tuberculosis Association 
of India, said in Hyderabad on Sth February that three 
tuberculosis training and demonstration centres were 


being established in New Delhi, Patna and Trivandrum. 


Dr. Raja hoped that these centres, which would 
afford facilities for research in the epidemiology of the 
disease besides serving as clinics, would in due course 
help in assessing the tuberculosis problem in the country 
and working out a complete tuberculosis programme. 


Dr. Raja. who was addressing the 8th Conference 
of Tuberculosis Workers, said, their target was to have 
at least one such centre in each important State. It 

, was also proposed to extend the scheme to the rural 
areas ultimately, he added. 


Dr. K. Vasudeva Rao, Deputy Surgeon-General 
with the Madras Government, who presided, empha- 
sized the need for comprehensive and effective methods 
for the control of the disease. At least Rs. 800 crores 
would be needed to undertake an anti-tuberculosis 
scheme, including the house and nutrition aspects of 


the problem, he said. 
X-RAY WING FOR BOMBAY HOSPITAL 


The Seth Ramji Bhagawandas X-ray Department 
of the Sir Harkisondas Narottamdas Hospital was 
declared open on 17th February by Dr. M. D. D. 
Gilder, Minister for Health, Government of Bombay. 

Dr. Gilder commended the services rendered bv 
the Hospital to the citizens during the communal riots 
and said that though it was founded and run by a 
Hindu management, it never recognised any barriers 
of caste and religion. He appealed to the rich in the 
city to donate generously for the noble cause.—Free 
Press Journal. 
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‘CORRESPONDENCE 


(The Editor is not responsible for any views 
expressed by contributors) 


AN OPEN LETTER TO THE PROFESSION 


Sir,—With the consolidation of independence I 
had the notion that Health of the people will receive 
more and more sane consideration of the people and 
the authorities. It is apparent to all of us now that 
it was only a pious thought. Whenever extra money 
is needed, either by the Centre or by the States it 
is medical budget that is cut bone dry. 

Sometime ago I drew the attention of the members 
of the Indian Medical Association how the pendulum 
was swinging in favour of the indigenous system of 
medicine. At that time I was told my fears were un- 
founded and the scientific system of medicine will gain 
its ground more and more. But to-day most of my 
friends will agree that my fears were not unfounded. 

What is wrong with scientific medicine in India 
to-day? 

The first is that it is considered foreign to the soil 
and so must be ousted out. None of the other scientific 
achievements are considered such. Why? Because 
the indigenous system to-day is not only harping on 
the fact that they are the sole custodian of people’s 
health, but they are more allied to the people, soil and 
the country. Certainly they are more organised than 
the scatter brain Indian Medical Association and no 
doubt they have the political backing. The reasons 
for the latter have been discussed threadbare by me 
and others on previous occasions. 

Every medical nan, apart from other reasons, has 
a duty to his society, people and country. I feel that 
although every reasonable medical man in the country 
realises this, he very seldom, rather never, puts his 
active effort, to put it right. That is what is most 
distressing and if this state of affairs is allowed to 
slide, we will harm the country to an extent from which 
it will never be able to recover. 


The Indian Medical Association, the custodian of 
the Health of the people and interests of the profession, 
is a moribund academical body which very seldom 
wakes up. Why is it moribund—not because the 
people who are guiding it are incapable or indolent, 
but because the whole of the profession is not only 
indolent, but uninterested in the matter. It is now 
time that every one of the profession realised his or 
her responsibility in regard to the fast-deteriorating 
condition of the doctor and jeopardising state of the 
health of the people. 

The Indian Medical Asociation in olden times 
had one objective—running down the I.M.S. Now that 
is killed and buried through the efforts of this body. 
Having won the battle,, they are resting on the oars 
and sitting back. That such an All-India Health 
Service is necessary, has now been realised by the 
very people who destroyed it, but that is another story 
and there is no sense digging up old memories specially 
when they are unpleasant. 


‘The Indian Medical Association having destroyed 
that, there was hardly anything more for them and 
then slumbered. 

_ |. The medical men of the country are not interested 
in the Indian Medical Association or the interest of the 
profession, or the interests of the people. They meet 
once a year where hardly any of these things are 
tackled. Some enthusiasts read a paper on some text 
book subject and the rest applaud them, Some make 
some wise cracks and then they all pat each other on 
the back and depart being fully satisfied with their 
achievements. At least that’s what is my experience 
since I attended those meetings in the last two sessions. 
What have they done for the country, people or the 
profession ? 


Many medical men are not even members of this 
august body. Those who are, take no interest in the 
matter. Those who are at the top of the profession 
never take any interest in the body. Now-a-days all 
the specialists have their scientific meeting about the 
same time as the I.M.A. annua! session. They con- 
sider themselves to be too high and mighty to belong 
to an association where any and every medical man 
can join. These specialists, instead of trving to 
strengthen the only body who can help the profession 
and the people, are seceding from the body gradually. 

The net result is that I.M.A. is not only getting 
weaker and weaker, it is losing its representative voice 
and strength and often there is bickering among the 
top dogs. 

The only means of strengthening the voice of the 
medical men is by joining the I.M.A. and making it 
a strong, visible body. Then only can the I.M.A. 
function as Medical Associations in other countries are 
functioning where they, more or less, rule the medical 
world. It is the only body which has the potentiality 
of guiding the medical destinies of the people and the ' 
country 


Time has come when the medical profession can- 
not be only spectators of destructive forces which are 
acting on the society. The profession must resist 
these forces. For this they must organise themselves, 
fight the battle and win it not for anybody’s self 
interest, but for the. welfare of the country and the 
people. I hope and pray that the profession will wake 
up to these facts and in the next meeting not only pious 
resolutions will be passed by a few, but carry the force 
of the voice of the profession, their demands for the 
welfare of the profession and their commands for the 
welfare of the people. We cannot achieve anything 
unless and until we organise ourselves into a strong 
body and in the interest of the greatest of the 
country it is incumbent on all of us to our pre- 
sence felt and recommendations r , 

There must be propaganda and publicity. of the 
urgency of scientific medicine for the benefit of the 
people and they must demand it. It is the duty of the 
I.M.A. to do this, to create public opinion in our 
favour as the people have the firal voice. They must 
be made to realise the immeasurable harm and suffering 
that will be forced on the society if scientific medicine 
is neglected. In a democratic state we cannot ignore 
the voice of the people and to achieve anythiny we 
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must convince them so that they themselves would 
demand scientific medicine—I am, etc., 

Simla-2. P. C. Dutta, 
11-10-50, Director, Health Services, Punjab. 


“SUGGESTIONS ON ACUTE APPENDICITIS 


Sir,—In the Journal of the Indian Medical Asso- 
ciation, October, 1950, the article, Mopern Treart- 
MENT OF APPENDICITIS is a very interesting one. 
The author has taken considerable pains in bringing 
out such a useful article on such an important subject 
and tricky disease as appendicitis which according to 
the adage of Old Walsham in the last quarter of the 
19th century ‘is a trigger on a loaded gun which might 
explode and moment’. Appendicitis is a surgical dis- 
ease, and as such should be treated on surgical prin- 
ciples. There are two methods of its treatment: 
(a) Immediate and (b) Delayed. Both the methods 
have their advocates. If these are followed explicitly 
in their real sense, chances of recovery are cent per 
cent, but if these are wrongly interpreted or abused, 
the mortality rate is enhanced. This disease has been 
fully studied and investigated. Its treatment is well- 
founded, based on pathological findings and is so per- 
fect that it requires no more elucidation. 

I am a retired man and right from my school days 
pee came across any such drug as 
‘Appendix Pill’. It will be harmful to use any medi- 
cine which may upset intestinal peristalsis. Even 
fractional doses of Calomel gr. 1/8 are absolutely con- 
traindicated in such cases. This can be used after 
operation and during convalescence, if so desired. In 
the delayed treatment the very advantage of Ochsner- 
Sherren treatment for which it is meant will be 
defeated by administering this pill. Its very first rule 
is ‘avoid every thing by mouth’ and some even go so 
far as to restrict the amount of plain water by mouth. 

Fluids are administered only either by venoclysis 
or proctoclysis. 

With this basic pene it is not advantageous 
to prescribe the so-called appendix pill. 

Acute appendix cases within first 24 hours have 
been administered such fractional doses for pain in 
abdomen on the plea of intestinal derangement with 
fatal consequences. 

Lately, there has been an instance where a purga- 
tive was administered within 6 hours after the onset 
of abdominal pain, the patient developed fulminating 
peritonitis and though he was operated after 24 hours 
he succumbed to it. It has thus been a tragic case 


CORRESPONDENCE 


reliable weapons in the armamentarium of the surgeon. 
—I am, ete., 
Aumep Bakusa, 
LT-COL., KHAN BAHADUR, 0.B.E., L5S.0., 
Chief Surgeon and Supdt. Hamidia 
Indore, C.1. Hospital, Bhopal (Retd.). 
10th November, 1950. 


NEUROTICAL ASTHMA 

Sir,—Following several discussions at the O.S.R., 
we were wondering whether there is material available, 
from which conclusions may be drawn as to the oceur- 
rence of neurotical asthma in certain localities with 
respect to the character of the microflora and/or micro- 
climate of these localities. 

Is it possible that any of your readers may know 
about statistical research of this illness based upon the 
quality and quantity of microflora and/or microclimate? 
am, etc., 


Medan Merdeka Selatan 11, 
Djakarta, February, 1951. 


ROLE OF VITAMIN B IN THE CAUSATION 
AND SPREAD OF KALA-AZAR 


Str,—The analysis of 100 cases of kala-azar 
under my treatment shows that the diet factor is equally 
reponsible for the causation and spread of kala-azar 
as Leishman-Donovan bodies themselves. All these 
cases are .rice-eaters and they take rice with pulses 
and not with fish or meat like Bengalis or Madrasis, 
who are also rice-eaters but they supplement defi- 
ciencies of rice with meat, etc. Rice during the pro- 
cess of milling and polishing loses all its contents of 
vitamin B and is much deficient in it. The other in- 
gredients in diet may supply the patients other minerals 
and vitamins but vitamin B. Geographically, the 
diseases is common mostly in those parts of the 
country which are preponderantly rice-consuming 
areas, i¢., Assam, Bengal, Bihar and the Eastern 
United Provinces. 

The deficiency of vitamin B as the cause of kala- 
azar is suspected by the fact that of the 100 patients, 

to above, only six were Muslims and were 
perfectly non-vegetarians. But all these 100 cases were 
from the lower strata of the people, who being poor 
were always ill-fed and ill-nourished. The disease is 
very much common amongst the poor and it justifies 
our suspicion that the deficiency of vitamin B in the 


diet is the cause of kala-azar. Vitamin B is found in. 


comparatively less amount than other vitamins. 
Further, the disease is also 
women. Of the 100 patients 25 were women. It is a 
common knowledge that women in our country care less 
for their diet and are constitutionally weaker birth. 
My 58 per cent of 
the patients suffering from azar, are of the 
group 10-20 years; and this is the growing fod of 
life and at this stage vitamins are needed for the build- 
ing up of normal health. As such the deficiency of 
(Concluded at foot of col. 2, page ag2.) 


| 
General Secretary, 
Organisation for Scientific Research. 

; which has led me to put my fellow brethren on guard. 

Under the circumstances the question of anything 

which involves peristaltic movement of the bowels 

should be eradicated from the minds of the general 

practitioners, until such times when it is fully justified. ; 
I am just mentioning this as it may not mislead the 

So and thus avoid the catastrophe which is 
y to be thus invited. The surgical aspect of appendi- 

citis is well-supplemented and enforced by the advent \ 
of antibiotics and chemotherapy which form the most 
| 
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BLOOD GROUPS IN MAN—By R. R. Race and 
Ruta Sancer. Published by Blackwell Scientific 
Publications, Oxford 1950. Pp. 290. Price 30s. 


Knowledge of blood groups has of late become a 
necessity for a clinician as he is obliged to use blood 
transfusion more than he used to do before. But this 
book will show how difficult it is to keep pace with 
the advancement made in- such a simple subject as 
blood groups. This book is mainly written for the 
specialist and as it is written by two workers who have 
been responsible for much of the present advancement 
in the subject the book is both interesting and useful. 


This is a good book for all those who want to 
know the present status of Blood Groups including 
Rh factor. 


1950 YEAR BOOK OF MEDICINE—Edited by 
P. B. J. B. Amerson, W. B. Castze, 
T. R. Harrison, G. B. Eusterman. The Year 
Book Publishers Inc. 200 East Lllinois Street, 
Chicago 11. Price $5-00. 


It gives a special pleasure to go through the 1950 
year book. This is the 5Uth volume of the publication 


and as such binding, lettering and volume has got 
special features to command to readers. , The volume 
is, as in other years, divided into 5 parts and in each 
part the sectional editor has contributed a_ special 
article on the pr on the subject in the Jast decade 
(1940-50) which is followed by the usual practical 
abstracts. This volume covers infections, the chest, 
the blood and blood-forming organs, the heart and 
blood vessels, the kidneys and the digestive system. 
We heartily recommend the book to all those who 
want to be up-to-date. 


THE BIOLOGY OF MENTAL’ DEFECT—By 
LiongL S. PENROSE, M.A., M.D., Sidgwick and Jack- 
London, 1949. Pp. 285 and xiv. 

rice 21s. 


To-day when Social Medicine has firmly established 
itself, this book is a specially significant contribution, 
as mental defect is a major problem in social medicine. 
The value of the book has become more as it is written 
by Dr. Penrose, the Galton Professor of Eugenics at 
University College London and no one is better 
qualified to write a book like this. 


Prof. Penrose has discussed mental deficiency 
from the point of view of human biology. But he is 
conscious of the formidable task he has taken so ‘the 
medical and psycho-pathological conditions encountered 
in mental deficiency practice are discussed chiefly 
within the framework of genetics’ and that has kept 
the aspect of the subject in the right track. We agree 
with Prof. Haldane that this admirable book should 
not only be read by physicians, but by social workers 
and even by one or two of the Members of the Parlia- 
ment and Peers who have to frame the law. 


YOUR QUESTIONS 

Correspondents should give their names and 
addresses (not necessarily for publication) and include 
all relevant details in the questions which should be 
typed. Questions medical interest only will be 
acceptable for this section. They should be sent in a 
separate envelop marked “Y our Questions”. Questions 
of general interest will be published in preference, Lack 
of space precludes answering all the questions received. 


Q. A patient with congenital exophthalmos has 
a brother, one sister and his mother with the same 
condition. Is there any corrective surgery for such a 
defect? 

Ans. Any surgery performed for congenital 
exophthalmos must depend on the basic condition that 
is causing the protrusion of the eyeballs. Before a 
decision is reached as to the advisability of surgery, all 
possible investigations—clinical (to find out whether 
there is any flaccidity of the extra-ocular muscles), 
roentgenological (to find out whether there is any 
intracranial pathology), must be made. If surgical 
interference is to be done, it is to be undertaken by an 


Q. It is agreed that diphtheria immunisation is 
efficacious in infants and should be practised as a 
routine. I have a patient of 6 years suffering from 
asthma. Is there any danger of immunising ths child 
with A.P.T.? 

Ans. As the child is above 5 years, A.P.T. 
cannot be used as it may produce severe reaction. 

in a child with an allergic history will be a very 
bad candidate for oo as it contains a small ae ig 
of foreign protein. rational procedure shoul 
to do a Schick test. If it is positive a small dose of | 
A.P.T. (0-2 c.cm.) can be used. If a pseudo-reaction 
follows, no further attempt at immunisation should be 
tried, but the Schick test is to be done again after 
3 to 6 months. In any case a child of this age is not 
very susceptible to this disease and may be left without 
specific immunisation. 

Q. It is reported that Stilbestrol is ngs na for 
premature infants. What is the rationale of adminis- 
tration of such a drug? : 

Ans. Large amounts of cestrogen are present in 
the maternal circulation during pregnancy which pass 
through the placenta to the fetus. This hormone is 
generally excreted within two or three days of birth. - 
Though there is no definite proof it is assumed that 
this cestrogen is beneficial to the child. As the infant 
is born prematurely it is deprived of this hormone 
hence it is assumed that it should be administered for 
sometime. Only natural cestrogens are to be used, 
the usual dose being 500 i.u. (0-05 mg.) twice daily 


Q. Penicillin cream is now used for various local 
conditions. Has it got any effect on Acne V: ulgaris? 


settled. As it first appears during puberty 
crine basis has been postulated. But probably in some 
cases seborrheic skin contributes its quota. Hence 
penicillin cream should have very little application in 
acne vulgaris. 


expert neurosurgeon. 
| 
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Two Specialities for selective action against gastro- 
intestinal affections 


CARBO-GUANICIL 


A balanced, well tolerated: combination of highly bacteriostatic 
GUANICIL (Sulphaguanidine), adsorbent animal charcoal and 
strongly disinfectant bismuth salts. 


Indications: _—_ Diarrhoea of infectious and toxic origin, alimentary intoxica- 
tions, meteorism, flatulence and as adjuvant to treatment of 
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Tablets of 0.7 gm. and Granules 
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A distinctive sulphaguanidine specific with marked bacteriostatic 
action and excellent tolerability, both on account of highest con- 
centration in the intestines. 


Indications: Enteritis, bacillary and entamoebic dysentery, 
colitis ulcerosa, epidemic gastro-enteritis, hepatitis epidemica 
and proctitis. 

Tablets of 0.5 gm. 
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In the treatment of 


NECACYL 


INTRAVENOUS 


With 
Advantages of P.A.S. 


and THIOSEMICARBAZONES Serochimie S.A, Geneva 
SWITZERLAND 


Literature from (overseas) Agencies—Agra 


PRESCRIBE 


B.C.P.W. lodochloroxyquinoline 
LOW TOXICITY 
HIGH THERAPEUTIC VALUE 
Also useful in 


OTHER INTESTINAL INFECTIONS 
OF VARIOUS AETIOLOGY 


BENGAL CHEMICAL catcurta:: Bombay 


When replying, please mention the Journal of the Indian Medical Association 
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CURRENT MEDICAL LITERATURE 


Lover Function Heart Faure 


Branwoop (Edinburgh M. J., 57 :129, 1950) reviewed the 
clinical features of a group of patients with congestive heart 
failure to evaluate the part played by venous congestion of 
in their symptoms. In 456 cases of congestive failure 
was found to be enlarged in every case by the per- 
method. 


remained enlarged in 22-5 per cent and it was tender 
half of these. Jaundice was present in 18 per cent. 
hundred twenty-six out of 456 cases had clinical jaundice, 
of these 81 died, a 64 per cent mortality. This suggests 


FRE 


tests; these in- 
clude circulatory disturbances, hepatocellular damage, condi- 
tioned nutritional deficiency, fever and bed rest. The author 
feels that cardiac cirrhosis or the hepatic fibrosis of heart 


disease cannot be diagnosed with certainty. It should 
pected in patients who have recurrent bouts of cardiac 
especially in the presence of rheumatic heart disease, and who 
complain of vague symptoms of indigestion, flatulence, fullness 
in epigastrium, nausea and vomiting, right upper quadrant pain 
with or without hepato or splenomegaly, anorexia, jaundice 
and ascites. 


CicuLatory OverLoap From TRANSFUSION 


embarrassment resulting from a too large or too rapid trans- 
fusion. This last hazard is common to all types of fluid 


administered intravenously. It can be avoided only by an ac- 
curate assessment of fluid needs, combined with a careful watch 
for the first signs of cardiac embarrassment during transfusion, 
especially a rise in peripheral venous pressure. The clinical 
signs of dehydration—a rising pulse rate and urine concentra- 
tion, loss of skin elasticity and ocular tension, with dryness 
of the tongue—may be confusing at times. When there has 


by noting the improvement of blood pressure, and fall 
rate, with improvement in peripheral circulation. It is 


The combined risks of excessive transfusion and air embolism 
(Dotton oTrHers—Lancet, 1:531, 1945) even with the 
most careful supervision, must outweigh any possible advantages 
this technique might have in emergency treatment. 

Three groups of cases are especially sensitive to a too 
rapid or too large transfusion. First, there are those subjects 
in whom the myocardium is not normal. Holden, Cole, and 
Portmann (Surg. Gynec. & Obstet., 90:455, 1950) stress again 
the dangers of overload in the atherosclerotic patient, or those 
with ischemic heart disease. They point out that a rise in 
pulse rate and a fall in blood pressure during transfusion may 
not be an indication of further hemorrhage but rather of 
developing heart failure from overloading with fluid. Here 
the clue to the true position is the progressive and persistent 
rise in venous pressure which will precede the onset of pul- 
monary oedema. A transient rise in venous pressure will occur 
in normal subjects transfused with large quantities of fluid, but 
it is accompanied by little change in pulse or blood pressure 
(Smarpey-Scuarer Wattace—Brit. M, J., 2:304, 1942). 
In the second group typified by the severely anaemic patient, 
with a rapid collapsing pulse, warm pulsating extremities, 
high pulse pressure, and a raised venous pressure, even com- 
paratively small transfusion may precipitate congestive cardiac 
failure (Suarpey-Scuarer—Lancet, 2:296, 1945). Here very 
cautious transfusion of packed red cells should be given, with 
careful observation of venous pressure. Any further rise in 
the already high venous pressure should call for cither the 
slowing or the cessation of the transfusion. If heart failure 
occurs, raising the head of the bed to encourage venous pooling 
in the legs is useful, and intravenous digitalis should be given. 
The third group includes those cases in which, it has recently 
been suggested, death from anuric or oliguric uremia is pro- 
bably due to overloading with water and to tissue cedema 
rather than to so-called uremic toxemia. In this group it is 
important to restrict fluid, whether parenteral or by mouth to 
a maximum 1,000 ml. more than the urine output for 24 hours. 
This will allow for replacement of water lost insensibly in 
respiration, etc., and prevent over-hydration—Brit. M. J., 
2:770, 1950. 

Acute Coronary Insurriciency pug to Acute 


Master AND oruers (Circulation, 1:1302, 1950) basing 
on a clinical analysis of 103 consecutive cases of moderate or 
severe haemorrhage admitted to the Mount Sinai Hospital 
observe : 

The series includes those patients in whom evidences of 
hemorrhage were considered to be of sufficient degree to 
require treatment and ih whom one of mire electrocardiograms 
were made during the hemorrhage. The gastrointestinal tract 


2 
tion has taken place the packed cell vol 
ee able index for blood replacement, cells 
: being required to raise the average packed cell volume HE 
cent. Where the hemorrhage is of unknown size 
has been no time for compensatory dilution of blood, 
transfusion is indicated, the estimate of quantity must 
ing recovery from congestive failure cases ‘that & rapid Ganunes is most needed but the 
of over-transfusion are still present. For example, 
Robbins, and Brunschwig (Swrg. Gynec. & Obstet., 
1949) recently reported a method of rapid blood transfusion 
by means of an oxygen cylinder and flow-meter connected to 
jaundice indicates a poor prognosis. the air-induction tube of the standard blood-transfusion bottle. ; 
Seventy-eight per cent of these cases had ascites. In 5, 
ascites was the first sign of congestive failure, although all 
5 were chronic alcoholics with evidence of concomitant portal 
cirrhosis. Urobilinogen was present in excess in the urine of 
20 patients. It persisted-in 4 who had apparently recovered 
although the liver remained palpable in 2 of these. If previous: 
liver disease can be excluded the persistence of excess uro- 
bilinogen in the urine suggests a poor prognosis. The cephalin ") 
flocculation test was positive in 20 cases. : 
4 The dangers of whole blood and plasma transfusion fit t 
into three main groups: first, immunological reactions; second, : 
4 the risk of serum hepatitis; and, lastly, risks of circulatory 1 
been no hemorrhage or loss of plasma protein, the plasma 
specific gravity measured by the copper sulphate method (VAN 
Styxs et al—J. Biol. Chem., 183 :331, 1950) is a useful guide. 
: This test is rapid and simple; for every 0-001 rise in plasma 
: specific gravity above the normal level of 1-027 the patient 
may be presumed to lack 200 ml. of water. Again, blood 
; concentration from dehydration can be assessed by determining 
the cell-plasma ratio with a hematocrit. This was seen to 
be especially useful in the late war during the treatment of 
burn shock, where rapid initial dehydration ftom exudation of 
protein aiid increased capillary permeability led to profound 
shock. Rapid and maintained plasma infusion to 2 normal 
4 and constant hematocrit value produced a steep fall ip ' 
mortality (Studies of Burns and Shock—M.I,.C. Special Report 
03 — 
' 


was the source of bleeding in 95 patients, the uterus in four, 
the prostate gland in two, and a ruptured aorta in two. Each 
patient was studied with particular regard to the amount and 
rapidity of hemorrhage, hemoglobin level, heart rate, blood 
pressure, presence of shock, and the electrocardiographic 
findings. 

The 103 patients were divided into two general groups 
according to whether signs of coronary insufficiency were 
present or absent. There were 59 patients who presented 
clinical or electrocardiographic evidence of acute coronary in- 
sufficiency; of these, 32 showed electrocardiographic changes 
alone, six only clinical findings and 21 had both clinical and 
electrocardiographic evidence. The age of patients who deve- 
loped coronary insufficiency ranged from 18 to 79 years. 

The electrocardiographic changes, which occurred in 53 
patients, consisted of flat or inverted T waves in 24 instances, 
RS-T depression in four cases, and combined RS-T and T 
changes in 25 cases. The latter findings represented the 
severest degree of coronary insufficiency. Although alterna- 
tions occurred in all leads, Leads I, I] and IV were most 
frequently affected. Reduced coronary blood flow resulting in 
anoxia, particularly of the subendocardium, was responsible 
for the RS-T depressions and T-wave inversions. 

The changes in circulatory dynamics wliich were found 
to be associated with coronary insufficiency following hzmorr- 
hage include the shock state, tachycardia, drop in blood pressure 
and decreased blood volume. Although anoxxzmia due to fall 
in haemoglobin was important, it was observed that coronary 
insufficiency occurred in the absence of anemia when the 
clinical features of shock predominated. This emphasizes that 
rapidity of blood loss may be more significant than the actual 
amount. 

Twenty-two of the 103 patients died following the hemorr- 
hage and 18 of these presented signs of acute coronary in- 
sufficiency. Necropsy in 13 cases revealed that the morphologic 
myocardial changes, when present, varied from _tinctorial 
changes, smudginess of myofibrils and focal necrosis to grossly 
recognizable confluent zones of infarction. The ischemic 
lesions were usually noted in the subendocardial region of the 
posterior wall, 


Beneficial effect often dramatic Results encouraging, but 


require further evaluation 


Rheumatoid arthritis 
Rheumatic fever 

Rheumatoid spondylitis 
Still’s disease 

Psoriatic arthritis 

Lupus erythematosus (early) 
Addison's disease 


Various allergies: Hay-fever 
Angioneurotic 
Drug sensitization 
Serum sickness 

Acute gouty arthritis 
Ulcerative colitis 

Regional enteritis 


Asthma (status asthmaticus) Nephrotic syndrome 

Inflammatory eye disease Scleroderma (early) 

Exfoliative dermatitis Dermatomyositis 

Pem Psoriasis 

Panhypopituitarism Periateritis nodoso (early) 
Pu granulomatosis 
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septum and papillary muscles of the left below response of various diseases to cortisone: 


TABLE I--RESPONSE OF VARIOUS DISEASES TO CORTISONE 


Multiple myeloma 
Lymphosarcoma 

Hodgkin's disease 

Chronic lymphatic leukemia 


ously absent. Although coronary arteriosclerosis and varying 
degrees of stenosis of the lumen were often present, acute 
coronary occlusion was not found. 


Hemorrhage exerts a deleterious effect upon the myo- 
cardium and was responsible for the production of heart 
failure in 10 per cent of the cases herein reported. By the 
same mechanism, hemorrhage may intensify the cardiac failure 
already present. 

The treatment for hemorrhage is, of course, adequate 
blood transfusion. Whole blood should be given especially early 
to those patients in whom a predisposing factor of coronary 
insufficiency is suspected. Treatment should be instituted 
before the myocardium is impaired, since in such state intra- 
venous infusion will be of little or no avail. The value of 
the daily electrocardiogram lies in the fact that not only is 
it an objective sign of coronary insufficiency but also that 
it will reveal RS-T depressions and .T-wave inversions which 
may precede the appearance of clinical evidence of coronary 
insufficiency. Blood should be administered until bleeding has 
ceased and pulse rate, blood pressures, hemoglobin determina- 
tions and electrocardiograms have been restored to normal 
values. 


The authors arrive at the conclusion that haemorrhage is 
one of the most frequent and important precipitating causes 
of acute coronary insufficiency and assumes grave significance 
in patients whose coronary circulation is already impaired by 
antecedent heart disease such as coronary arteriosclerosis, 
aortic stenosis, enlarged heart. In such patients acute hamorr- 
hage may be followed by myocardial ischemia of sufficient 
severity and duration to produce clinical, electrocardiographic 
and anatomic evidence of acute coronary insufficiency.—U.S. . 
News Letter. 


Cortisone: Its Curnica Use 


CaruisLe (Brit. M. J., 2:590, 1950) gives in the table 


Transient effects No effects 


Acute leukemia (lympho- 


Diabetes mellitus (increases in- 
cytic or granulocytic) 


sulin requirement) 
Myasthenia gravis 
Cushing’s syndrome 
Amyotrophic lateral sclerosis 
Multiple sclerosis 
Progressive muscular 
heart 


ventricle. Pericarditis and mural thrombosis were conspicu- 

in some cases, 

cases secondary to acute 

carditis may be benefited 

through effect of cortisone on 

inflammatory lesions ‘ 

Chronic myelogenous leukemia 

? mental) ? 
— 


Interendocrine 


Regarding the mechanism of action of cortisone the author 
writes: At the present time we have information indicating 
that (1) cortisone and/or compound F is invclved in the 
metabolism of carbohydrate, protein, and fat; (2) it is neces- 
sary to the normal function of certain endocrine organs; (3) 


Neuromuscular 


either depress 
i thyroid activity of muscle for 
Lowers renal thres- (probably via work in adrenal- 
hold for glucose diminished pitui- ectomized  ani- 
Opposes the action tary production mals p 
of insulin of _thyrotropic May cause increas- 
Increases  mobili- hormone) or in- ed activity in- 
zation and utili- crease sensitivity electroencephalo - 
zation of fat of tissues peri- gram (increase 
protein pherally to thy- in frequency of 
catabolism, uri- roid hormone alpha waves) or 
nary nitrogen, Increases insulin appearance of Fd 
and urinary uric requirement. In normal slow 
individuals with rhythms 
Increases deposi- normal pancrea- May restore electro 
tion of hepatic tic reserve this encephalographic 
ogen requirement is pattern to normal 
May bring about adequately met, =e Addison’s dis- 
retention of in latent or 
ium overt diabetes ad- May i induce eupho- 
Increases urinary ditional insulin ria and increased 
ride and potas- ivi ay 
sium Relative hypogly- M ay precipitate 
May increase cal- cemia may occur reac- 
um and after withdrawal 
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it exerts profound effects on neuromuscular metabolism; (4) 


it has distinct immunological effects; (5) it can bring about 
remarkable cytological changes; and (6) it is involved in 


several specific enzyme systems (see Table II). 


(on PROBABLE) | EFFECTS OF CORTISONE 


Immunological 
and serological 


Diminishes anti- 
body response to 
typhoid antigen 
in rabbits 

Diminishes or abo- 
lishes tuberculin 
reaction 

May prevent vas- 
cular lesions 
otherwise result- 
ing from injec- 
tion of D.C.A. 
(rats) or hetero- 
logous serum 
(rabbits) 

ts or re- 
duces tissue re- 
action to chemi- 
cal irritants 
(guinea-pigs) 


tion (probably May inhibit forma- 


diuretic response May increase mus- 
to ingested water cle strength (in 
in Addison’s rheumatoid ar- 
disease thritis) or may 

May delay or inhi- cause muscle 
bit menstruation, (pro- 
probably via de- bably only in 
pression of pitui- cases of hypo- 
tary gonadotropic potasszemia ) 


tion of histamine. 


cortisone. 


It must be emphasized most strongly that cortisone is an 
agent with powerful biological actions. The patient receiving 
cortisone must be closely watched at all times for the deve- 
lopment of unfavourable side-reactions. The most important 
precautions relative to these are: 

1. Evaluation of relative contraindications before using 


2. Restriction of dietary sodium chloride. 


Cytological 


Produces lympho- 
penia (some 
species) and eo- 
sinopenia in peri- 
pheral blood 

May increase tissue 
eosinophils and 
metaplasia of 
fibroblasts into 
eosinophils 

Inhibits fibroplasia 

Increases growth of 
macrophages in 
tissue culture 

Stimulates reticulo- 
cyte production 
or release 

May bring about 
polycythemia 

May increase neu- 
trophils in peri- 
pheral blood 

Causes involution 

of !ymphoid tissue 


Ensymological 


ronidase activity. 
Probably reduces 
blood glutathione. 
May be involve in 
enzyme systems 
concerned with 
pigmentation of 
skin. 
nereases 
in liver and kids 
ney of mice. 
Increases urinary 
excretion of uro- 
pepsin in patients 
with Addison's 


disease. 


166 patients with acute progressive bilateral pulmonary 


tuberculosis were studied in a clinical trial of P.A.S. and 
streptomycin. 


59 patients were treated with P.A.S. (P group), 54 with 


P.A.S. (SP group). 


streptomycin (S group), and 53 with both streptomycin and 


group by random selection. 


3. Correction of hypopotassemia. 

4. Control of hyperglycemia. 

5. Detection of early psychic disturbances. 

6. Supervision of patient following cortisone therapy. 


TREATMENT OF Putmonary Tusurcutosis P.A.S. anp 
STREPTOMYCIN 
The following is the conclusion of the Medical Research 
Council investigation on the results of treatment of pulmonary 
tuberculosis with P.A.S. and streptomycin: 


daily. The daily dose of streptomycin was 1 gm. Chemotherapy 
was given for three months, and observation for the trial con- 
tinued for a further three months, 

Patients treated only with P.A.S. fared much better than 
patients with similar disease treated without chemotherapy in 
the first M.R.C. trial of streptomycin in pulmonary tuber- 
culosis. 


P.A.S. was less effective than streptomycin. In 34 per 
cent of the P group there was no appreciable 


- 
Tends to bring Diminishes _hyalu- 
about a restora- 
tion of normal 
A.-G. ratio in 
disease 
Lf 
neoplastic tissues 
phorus excretion of cortisone only in predis- PE 
Restores normal posed individuals 
activity 
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change, compared with 6 per cent of the S group. Marked 
cent of the P group and in 56 per cent of the S group. The 
difference was greatest in febrile patients. 

Improvement was somewhat greater in the SP group 
than in the S group, but the differences were small. The pro- 
portion of cases becoming bacteriologically negative was 
highest in the SP group. The outstanding effect of combined 
therapy was on emergence of drug resistance. Strains with 
a streptomycin resistance ratio above 8 were isolated in 33 
of 49 S cases, and in only 5 of 48 SP cases; in 2 of these 
5 there was only a single resistant culture. 

Deterioration in the S group was related to the emergence 
of streptomycin resistance—Brit. M. J., 2:1073, 1950. 

Porasstum Dericrency 1n P.A.S. THeErapy 

Caytey (Lancet, 1:447, 1950) warns that in the treat- 
ment of pulmonary tuberculosis with p-aminosalicylic acid 
(PAS), the blood potassium may be dangerously lowered, 
producing cardiac arrhythmias and symmetrical paralysis. Of 
the 3 cases presented, one acquired ventricular premature con- 
tractions, one symmetrical paralysis of the hands, and the 
third acquired changes in the S-T segments and T waves, 
not unlike the changes produced by digitalis. In all, the serum 
potassium was materially reduced and, when the drug was 
discontinued, the serum potassium rose to a normal level and 
the complications abated. In those receiving PAS in whom 
no complications occurred, the serum potassium consistently 
remained at a normal level. The author feels that the cardiac 
changes noted may have been due to the decreased intra- 
cellular concentration of potassium in the heart, while the 
paralysis may have been due to an inability of the tissues to 
release or synthesize acetylcholine at the myoneural junctions. 


SuLPHADIAZINE versus SULPHAGUANIDINE IN ACUTE 
Bactttary DyseNTERY 

Kuan (Indian Med. Gaz., 85:490, 1950) gives in the 
following lines the summary of his observations on compara- 
tive value of sulphadiazine and sulphaguanidine in the treat- 
ment of acute bacillary dysentery. 

The study of 191 cases of bacillary dysentery treated 
alternatively by sulphadiazine and sulphaguanidine is given. 

Both sulphaguanidine and sulphadiazine are useful in the 
treatment of bacillary dysentery though 2-7 per cent failed 
to be cured with sulphaguanidine but responded to sulpha- 
fiazi 

The. epend of secovery ia greater With then 


with sulphaguanidine. 
Finding of bacillary exudate in the stools warrants the 


use of chemotherapy without waiting for the culture report 
as culture positivé as well as culture negative cases respond 
equally well. 

On the average 7:25 gm. of sulphadiazine and 33-3 gm. 
of sulphaguanidine are required for the treatment of acute 
bacillary dysentery. 

From the economic point of view sulphadiazine is very 
much the cheaper drug in the treatment of bacillary dysentery. 


TREATMENT OF Severe Liver Disease 


Latner (Brit. M. J., 2:748, 1950) gives a regime for the 
treatment of severe liver disease of acute onset. 
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Five cases have been treated, with only one death. 


In contrast, six cases treated with cystine intravenously 
showed 100 per cent mortality. 

Two further cases have been successfully treated pro- 
phylactically after surgical intervention. 

The regime, as finally developed, is as follows :— 

Infusion 1—To each pint of 10 per cent dextrose in normal 
saline are added 50 mgm. of thiamin hydrochloride, 150 mgm. 
of nicotinamide, and 50 mgm. of riboflavin as well as 0-5 gm. 
of potassium chloride. 

Infusion 2—This consists of plasma to which the vitamins 
alone have been added in the same concentration as in 
Infusion 1. 

The patient’s blood group is immediately determined and 
appropriate donors are contacted. Penicillin 1,000,000 units, 
is administered daily for 10 days. During each 24 hours three 
separate pints of Infusion 1 are administered intravenously at 
six-hourly intervals and after a further six hours one pint of 
Infusion 2 is given. During this period 300 mgm. of toco- 
pherol is administered intramuscularly in three divided doses. 

This treatment is continued until such time as fluids can 
be safely administered by mouth; usually two or three days. 
It is important to administer the tocopherol by mouth as soon 
as possible, as it is said to be much more effective by the 
oral route (Goettsch and Pappenheimer, 1941). As recovery 
sets in, the vitamin dosages are halved on consecutive days 
until they can be replaced by a reliable polyvitamin prepara- 
ion, which is continued through convalescence. 

As soon as the patient is able to take fluids by mouth, 
“hepovite” is administered in gradually increasing dosage until 
the patient is receiving 2 oz. (62 gm.) daily in addition to the 
ordinary diet. 

Unfortunately, in the early stages hemorrhagic incidents 
are common. 
epistaxis or melena. It is of the greatest importance to be 
constantly on the alert for signs of severe hemorrhage. This 
must be treated by the immediate administration of appropriate 
amounts of fresh donor blood to each pint of which the 
vitamins have been added in the same concentrations as in the 
infusions. It must be emphasized that for this purpose stored 
blood is useless, as the hemorrhage is due among other factors 
to prothrombin deficiency. 

If an infection which is obviously not responding to 
penicillin develops, a course of streptomycin may be given. 
Sedatives are best avoided. However, these patients are 
liable to become very restless and extremely difficult to nurse, 
and on occasions it may be necessary to administer paraldehyde. 
Morphine should not be given. 

AurgoMycin in Acute ANTERIOR 


Wets ann Winston (Illinois M. J., 98:9, 1950) from an 
analysis of 52 cases of poliomyelitis write: Four of the cases 
did not receive aureomycin; 32 cases received less than 2-0 
gms. or more. of aureomycin per day. There was a statis- 
tically significant difference in the recovery rate of paralytic 
cases and in the duration of temperature elevation between 
those who received adequate dosage of aureomycin and those 
who did not. With the dosage of 2-0 gms. of aureomycin 
wr more the duration of fever was about one-half as long as 
in those who received less than 2-0 gms. or no aureomycin 


In this series they have taken the form of ~ 
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its uses. A series of 100 cases of non-articular rheumatism 
comprised patients aged 15-90 years, in whom symptoms had 


i 


spots can then be palpated; each is manipulated gently 
10-15 seconds, and then light superficial massage is 
whole area, a complete treatment lasting not 


3 


General Princretes oF PsyCHorHEeRaPy 


much is conveyed by the manner and attitude of the doctor; 


the barbiturates or “Benzedrine” sometimes by hypnosis. It 


(vii) Reassurance, which can 
commonly be helpful while an explanation of the patient’s 
illness is presented to him, whether it be of emotional or 
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Carteton (Practitioner, 165:549, 1950) writes that 
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worn for twenty-four hours, after which the treatment ends. 
In severe causes it may be repeated at the end of one week. 
It should be explained clearly to patients that they must not 


and bed clothes—Although many textbooks 
that these must be sent away for sterilization, ordinary launder- 
ing of sheets and underclothes is nearly always sufficient. 

Apparent Failure of Treatment—If a patient shows no 
improvement after a properly applied treatment, it is unlikely 
that the disease is scabies. If he improves but later relapses, he 
is being reinfected, most likely by a near contact. 

Complications—Treatment of different kind is needed for 
such complications as secondary infection with impetigo or 
boils. Children often present with a pustular infection of the 
extremities which masks an underlying scabies. After the 
acarus has been eliminated with sulphur or benzyl benzoate, 
weak dettol or potassium permanganate soaks, followed by 
calamine cream, should be sufficient. Penicillin or sulphona- 
mide creams should not be used, they are hot necessary and are 
liable to irritate. Dermatitis venenata from sulphur or benzyl 
benzoate or other parasiticides is also a possible sequel, even 
when the treatment has been correctly carried out, but much 
more often when it has been continued beyond the proper period. 
Calamine cream or zinc ointment and castor oil are suitable 
applications. 


at all. The authors feel that aureomycin should be given physical origin. To be acceptable the doctor must have given 
further clinical trial in a larger series of cases, so that its sufficient time to convey that what he is saying is the truth. 
clinical effectiveness in this disease can be further evaluated. He must show an interest and concern for the patient’s welfare, 
i of : 
ror M cure 
oF 
Moss (Med. Pr., 223:515, 1950, Ref. Brit. J. Phys. Med., a ad 
13:258, 1950) has used adrenaline cream (1 in 5,000) in the ns i 
treatment of chronic rheumatism, and he gives advice as to . 
ssl wet the esos is painted on for 
- paint brush or shaving brush. This is all ” 
second coat is painted on top. The 
divides the types of technique of psychotherapy into seven rarely disappears at once, and all lesions will not vanish in gg 
: main groups. (i) Supportive treatment, in which a complete three days. The papules which appear on the penis in scabies 
oe and thorough history is taken and a complete and thorough may even last for weeks after cure. But the patient is 
Bs examination is made, after which the doctor is convinced of naturally tempted to continue a treatment which is proving so BR 
ie the truth of his diagnosis and by word and deed can reassure beneficial, and if unchecked is likely to substitute a sulphur or 
s his patient. (i) Ventilation, which results in the patient's benzyl benzoate dermatitis for the original scabies. If itching 
% being interrupted as little as possible during the relating of is severe, a follow-up treatment with calamine cream and 
y his narrative. It is particularly useful in anxiety states of the phenobarbitone will satisfy the patient and soothe the skin. 
= higher age group. (ii) Abreaction, which is the release of 
ie tension associated with the history telling, sometimes achieved 
Fi by direct urging, sometimes by the use of drugs such as ether, 1 
‘ which the patient has reacted to such stress with profound _ 
inhibition. (iv) Shifting of the emphasis or the “flanking - 
: movement”, in which the patient is not confronted with his if 
aA conflict; but without much interpretation his attention is F 
~ directed to a solution, and the emphasis is shifted from the “ 
past to the future. (wv) Interpretation of an emotional illness 
si for the patient, which requires the greatest amount of skill 
Wi tact and timing. The results are seldom dramatic, but .ather 
a slow process of imderstanding resulting from continued co- 
x operative efforts of patient and doctor. (vi) Suggestion, which 
= is most successful in hysteria, and then only when attention is 
ce paid’ to the basic problem underlying the personality distur- 
“ bance. It is far less powerful than is commonly assumed and 


With all these complications, the i 
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point is to needed; Sor amy, censon is one 


realize that further antiparasitic treatment will a eg or two intravenous injections of 20 mgm. of amphetamine at 
matter 


worse. Like the sluggish bowel, the patient’s skin 
undergoes a lot of unmerited suffering because of too much 
zeal. 


AMPHETAMINE SULPHATE IN BarpiruraTe POISONING 

Nasarro (Brit. M. J., 2:924, 1950) writes that intravenous 
amphetamine sulphate is a useful ancillary drug in the treat- 
ment of acute barbiturate poisoning. In mild cases in which 
rapid awakening is desirable it is effective and safe. In severe 
cases it is of little value in the early stages, but it may shorten 
the duration of coma if given later, particularly when picrotoxin 
is producing preconvulsive muscular twitching. 

A case is described in which the patient took 9%6 gr. 
(6-3 gms.) of phenobarbitone 31 hours before admission to 


A programme for the management of cases of acute barbi- 
turate poisoning is outlined: 

If there is marked respiratory depression restorative 
measures should be applied at once. Intravenous picrotoxin, 
6 mgm., should be given, and if there is no response 12 mgm. 
every 30 minutes. Oxygen administration may be useful, and 
in extreme cases the use of a mechanical respirator should 
be considered. 

When respiration is restored, or in less severe cases 
immediately on admission, the stomach be washed out 
with 16 pints (9 litres) of saline. (The stomach contents 
should be retained for examination.) Twenty grammes of 
magnesium sulphate should be left in the stomach. 

The intravenous administration of picrotoxin, 12 mgm. 
every 30 minutes, should be continued. A careful watch must 
be kept for twitching of the facial muscles; picrotoxin must 
be stopped if this occurs, and amphetamine, 20 mgm. at similar 
intervals, should be given. If the coma then deepens, picrotoxin, 
6 mgm., every 30 minutes should be restarted; otherwise 
amphetamine should be continued until the patient regains 
consciousness and for some hours after, in decreasing doses 
and at lengthening intervals. 

If the patient shows no response after the first few hours 
it is desirable to cut down on a leg vein and set up a drip 
infusion. A plaster cast should be applied to the leg, other- 
wise as the patient becomes restless serious damage may occur. 
The analeptic drugs are given into the tubing of the drip. The 
fluid given should be glucose (5%) in varying concentrations 
of saline according to the urinary chloride content. The rate 
of flow must be regulated to maintain a good urinary output 
without causing any pulmonary oedema. 

Rectal wash-outs should be done daily in order to remove 
any barbiturate in the lower bowel. 

Milk by gastric tube should be given, and probably 
vitamin-B complex by intramuscular injection as long as a 
glucose drip is running. 

To prevent pulmonary infection prophylactic penicillin 
should be given, also CO, and oxygen inhalations every two 
hours, and the patient should be nursed on his side and turned 
frequently. 

In mild cases in which the patient exhibits spontaneous 
movements, a stomach wash-out is in many cases all that is 


30-minute intervals may be given. Some patients admitted 
shortly after the ingestion of the drug may present a deceptive 
appearance and should be watched carefully, since they may 
sink deeper into coma. 

ARTANE AND LysIVANE IN PARKINSONISM 


GALLAGHER AND Parmer (New Zealand M. J., 49:531, 
1950) report on the experience with both Artane and Lysivane 
in 14 patients, This comparison is ancillary to experience of 
a further 26 patients treated with Lysivane alone. Both drugs 
produce benefit in the majority of cases, Lysivane on the whole 
appearing to be the superior of the two. Lysivane may be 
combined safely with stramonium. Some patients do well on 
one drug who do not do so well on the other. Selection by 
trial is necessary to determine which is preferable. Toxic 
effects are minimal. Further experience is required to deter- 
mine the value of these two drugs used in combination. The 
average clinical dose of Lysivane employed was 5 tablets of 
0-05 grammes daily and the average clinical dose of Artane 
employed was 5 tablets of 2 milligrammes daily. 

Lysivane is dispensed in tablets containing 0-05 grammes 
and commencing with one tablet twice daily may be given in 
gradually increasing doses until five tablets a day are being 
taken. A week is then allowed to elapse whereupon a cautious 
increase to 10 tablets a day may be made. Minor side effects 
of drug administration are some drowsiness and lassitude, with 
or without vertigo, appearing within half an hour and lasting 
one or two hours after administration and most apparent in 
early treatment. This eventually passes off and is effectively 
countered by strong coffee or amphetamine sulphate. What 
may be release phenomena in the guise of formication, irri- 
tations and cramps, are paraesthesiae related to the disease 
syndrome and are relieved by aspirin. They disappear in some 
weeks. Dryness of the mouth, transient diplopia and vaso- 
motor reactions rarely may occur but disappear spontaneously. ° 
Only the first group of minor toxic complications have been 
encountered by the authors. The initial placebo effect of 
“the new treatment” probably accounts for the curve of response 
which often shows a temporary remission about a fortnight 
after commencing treatment. Treatment must never be 
stopped suddenly with Lysivane. 

Physiotherapy is a useful, and in many cases mandatory 
adjuvant in the problem of case handling and occasionally it 
will be found justifiable to reduce orthopaedic deformities by 
surgery in chronic cases in which secondary contracture 
deformities have occurred. All the individual symptoms may 
respond but the oculogyric crises prove the most intransigent. 
The psychic effect is far and away the most significant and the 


week until a maximum of 12 mgm. is being taken. Side reactions 


hospital. He recovered after 137 hours in coma. Treatment ; 
included 4,230 mgm. of amphetamine sulphate "dnd 1,086 mgm. ; 
of picrotoxin. 
| ee authors hazard the opinion that this is not entirely dependent 
. on the motor benefit. One patient formerly enuretic regained 
control over her sphincter. 
Artane is dispensed in tablets of two sizes containing 
2 mgm. and 5 mgm. respectively. Treatment should be started 
with 2 mgm. twice daily and gradually increased over the 
are minimal with this drug and if blurring of vision occurs 
the drug should temporarily be reduced to a lower level. If 
sialorrhea be troublesome small amounts of atropine may be 
added. In general the authors allow the patient a three week 
trial on either drug before changing gradually to the second. 
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SOUTH INDIAN PROVINCIAL MEDICAL CON- 


quarters. The President, Dr. U. Krishna Rao of Madras, ‘ ‘ 
attended the Provincial Working Committee Meeting on the 
same day at 7 p.m., held in the A. Subba Rao Pai Memorial 
Hall. 

On 13th October the President was received at 8 a.m., 


L. C. Pais, wa, B1., by the 


Dre. U. Kaisuna Rav, Bs. 
by Dr. K. Nagappa Alva, Vice- President, V South Indian Provincial Medical Conference, 
Mangalore. 


8, His Lordship opened the Exhibition. All 
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At 4-15 p.m. the members assembled and the Scientific 
FERENCE—The delegates and visitors to the Fifth South Session started, Dr. K. M. Rai, Director, Benard Institute of 
Indian Medical Conference held at Mangalore arrived on Radiology, Madras, was proposed to the chair, Dr. T. Laxmi- 
12th October, 1950 and were accommodated in pre-arranged narayanan inaugurated the Scientific Sessions. 


PRESIDENTIAL ADDRESS 


The following are excerpts from the presidential address 
along with Dr. J. C. David, Dr. T. Laxminarayanan and Sri delivered at Mangalore by Dr. U. Krishna Rau, Madras, on 


13th October, 1950 at the Sth 
South Indian Provincial Medical 
Conference of Indian Medical 
Association :— 


De.ecares, Lapres AND 
GENTLEMEN, 


It is some time now since a 
new cra has dawned on the 
country. The alien rule has come 
to an end and we have attained 
complete Sovereign Independence, 
free to order our affairs in the 
manner we think best in the in- 
terests of the country. It had 
been our practice in the Con- 
ferences that were heid in the 
pre-independence era to arraign 
the foreign government for their 
various sins, for their various 
acts of commission and omission. 
Our voices were not heard; our 
legitimate demands were not met ; 
our suggestions were not given 
heed to. The picture has now 
changed completely. This change 
has roused considerable expecta- 
tions in the minds of the people 
that the many promises that had 
been made would be fulfilled, that 
the many expectations that they 
had fondly built up would 
materialise and that life would 
be made worth living. 


AND HOUSING 


Public health, in the words of our Prime acon th is 


at 8-30 am. Sri L. C. Pais, 
jurled the Nations! Fag vier 
invocation by girl volunteers. ps 
mony was over the members as- ae See 4 
sembled in the Bhuvanendra Hall 
where Sri L. C. Pais delivered 
a speech on the National Flag, 
“Vande Materom”. This was 
iollowed by the address of Dr. 
U. P. Mallaya, Chairman, Recep- 
tion Committee who at the end 
of his speech requested Dr. J. C. 
ference. Dr. J. C. David then 
delivered his inaugural address. | Party 
Dr. P. A. S. Raghavan, the re- 
where the President delivered his 
address. At the end of the & 
Committee took place when the 
time. At 11-30 am. the Lord 
a Bishop of Mangalore, Dr. V. R. 
ds After a thought-pro 
% At 1-30 p.m. the delegates and visitors were taken round 
- to visit the Cashew Factory of Messrs. Pierce Leslie. & Co. ‘bv 
Led, and the Tile Factory of Messrs. Commonwealth Trust. 
+ Ltd. The visiting members were very much impressed with food to eat and relatively decent living conditions. In both 
# what they saw. _ these respects the condition in India at present is far from 
| 


TAL 


necessary that at least the existing facilities 
to the fullest extent possible to meet, at 
growing needs of the people. I am aware 
of students admitted into our medical 
increased recently, but it is not sufficient to 
ments. Steps should therefore be taken to 


students than are at present allowed. The i 

shift system is one of the means by which this difficulty 
be met. And such a system which is working satisfactorily 
other countries is bound to work equally here also, 
spite of existing limitations and the lack of iliti 


MEDICAL EDUCATION 


In order that the many problems of public health 
medical relief which require serious attention can be 
to properly, the medical profession has been insisting 
long time past that the caste system in the profession 
be abolished ard that there should be only one standard of 
medical education in the country. The Bhore Committee which 
also examined the matter expressed the definite opinion that 
there should be only one standard and that must be the 
M.B., B.S. course of the universities. The Health Minister 


AMALGAMATION OF LM.A. AND A.LM.L.A. 


In this connection I have to refer to the persistence 
maintain 
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satisfactory. The power of resistance of the people has gone are not of very much use in their practice later. But at the , 
down considerably. It is no good trying to treat’a man who - same time there is also the other view that the standard must 
is starved or undernourished. We can treat him today, bit be improved Witha view to make the students more useful ' 
he will go back again because he hag not got the wherewithal and efficient in their eles” fa eee Be wrectice 
to live. It (sign that the preventive aspect of medicine So fat Madras Univetsity i standard : 
is receiving more and more attention these days. And the is fairly high and our University has received encomiums even . 
ensuring of adequate nourishing food and proper housing from foreign experts that it is the best University in the East. 
conditions will help considerably the prevention of In regard to the reduction in the course, there is much to be 
diseases. said in its favour. Even in advanced countries in the West the 
same problem is engaging the attention of the training bodies. : 
MEDICAL PERSONNEL The Goodenough Report is the result of such an enquiry. It is 
time that our Universities also put their heads together “and : 
in the building of public health, on which depends the future c 
welfare and prosperity of the nation. But compared with ¢*Pressed in these Reports and the experience so far 
other advanced countries in the West, India is lacking in Stine | 
everything that is needed to improve public 
people in this State are lacking considerably in medical OUR ASSOCIATION , 
facilities, and information is now and then vouchsafed to us “The proot of the pudding is in the eating.” The good ; 
in the Legislative Assembly that more and more institutions work that the Indian Medical Association is doing has helped 
had to be closed down for lack of personnel. considerably to increase its strength. But there are yet many 
x elementary duties of the State to provide th in the profession who have not joined it for reasons unknown. 
adequate facilis to enable them to keep th The establishment of independence has increased our respon 
c shoulder the responsibilities of citizenship, an sibilities in guiding the Goverument on right lines in the | 
“a financial stringency, it is not possible to make solution of the many public health and medical problems that 
| investments for establishing more and more await solution. It is, therefore, the duty of those who are 
f still keeping out of the Association for reasons of their own 
4 to give up their isolationist policy and join the Association 
| and make it a strong, united and powerful body, whose 
{ legess opinions the Governments in the country would be bound to : 
isfy the require- respect and act upon. 
take in more 
|| 
é separate identity of their Association in spite of the fact that : 
the question of the amalgamation of the two Associations has y, 
been in the air for some years, and in spite also of the fact, 
ee according to the Honorary Secretary of the Association itself, 
; that many members of the Association are against continuing ‘ 
the status quo. 
The I.M.A. is anxious that the two organisations | 
i should be amalgamated in the common interests of the : 
i profession as a whole and has been ever ready and willing ; 
: to accommodate the A.L.M.L.A, to the maximum extent pos- 
q sible. It makes no discrimination against licentiates, and it : 
; honours as much the licentiates, as it does the other members. ; 
of India has been consistently urging that the training of 
4 were 
is medical personnel is one of paramount importance and that this 4.651 Association annual conierences, that P.A.S, Raghavan 
training; not only, be of high Det De, Wire elected $0 the of the i 
course has been abolished. But unfortunately some Govern- vincial Medical Conference respectively, is proof, if proof is ; 
ments in the country have not risen to the occasion as they netiied, that the LM.A. makes so discrimination whatecever. : 
should have and still stick to the continuation of a shorter The I.M.A. stands for equality of status among all the members i 
course to pepduss quick results. The action of Provincial profession ievespective of Scodamic qualifications 
Government in introducing a three-year course can be quoted a 
as an instance in point. 
_ While on this subject | cannot tefrain from referring to India is @ land af villages. In spite of the migration of , aq 
the view widely held that the present course of medical educa- a large number of people from these areas, for warit of means- ' a 
tion can be safely shortened without in any way impairing of subsistence, to towns in search of jobs to keep their body oo B : 
the efficiency, by reducing the course in some subjects which and soul together, still 80 per cent of the population of the ‘ 
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knowledge acquired by him be made available to 


necessary to equip the Central Medical institutions which cater 
to the needs of a large number of people with the required 
personnel and facilities to meet any emergency that may arise, 
it is equally important that the rural dispensaries should alséd 
be fairly well equipped for any contingency. 

Disease makes no difference between a townsman and a 
villager, and the facilities that townsmen have must also be 
made available to the rural population in a fairly good measure. 
There is no justification to treat the rural dispensaries in a 
step-motherly fashion. If the rural areas are to be provided 


the fact 
famous, 


out a synthesis of these two systems. These are contradictory 


not only in terms but also in effect. When the accretions of 


the scientific test and must be self-contained. 


The Health Ministers in their Conference held in New 
Delhi have revived the caste system in the profession, to bri 
about the abolition of which we had to struggle for long, in 


latter further into two more castes, vis., graduates in indi- 
genous medicine and diploma-holders in indigenous medicine. 


men and women who have not got a thorough grounding in 
one system or the other would be, 1 dread to think of. Ii, 
instead of mixing the two and making confusion worse con- 
founded, they had resolved that those who are anxious to 
practise the indigenous system of medicine should first graduate 
themselves from the College of Modern Medicine and then 
take to a full course in the Indian System of Medicine, they 
would have acquired and assimilated a sufficient knowledge 
of the modern system of medicine to be able to make a com- 
parative study of the value and utility of the two different 
approaches and make use of the wide knowledge they have 
gained of both systems of medicine for the benefit of the 
community at large. 
DRUG CONTROL 
The first World War opened the eyes of our country to 


and serious and systematic attempts were made for the first 
time to produce in the country itself some of our essential 
requirements. 


The continued clamour for an all-India legislation on a 
comprehensive scale resulted in the introduction and passage 
of the Drugs Act in 1940. The implementation of this - 
delayed legislation had to be further 
World War II, and the Rules framed 
were finally adopted only in 1945, 

is 


country live in rural areas scattered all over and eke out a Report made available to the public through the Press, it is 
miserable livelihood on what little they are able to get. Many clear that the confounding of medical science and medicinal 
of these villages lie far away from urban areas, and many preparations as one has led to considerable confusion of ' 
of them are even unconnected by roads and the people in thought which has warped its outlook. The Comnuttee admits 
these villages have to lead an isolated life, cut off from the that to salvage the knowledge and experience of these systems, 
world during the heavy rainy season. Medical facilities they painstaking research is mecessary. They, therefore, recom- 
have none. Even the limited number of practitioners who are mend that research should aim to clear Indian medicine of 
available in the country, accustomed as they are to town life centuries of accretions of doubtful value and to make its 
their scholastic career, have settled down in urban science and art intelligible to the modern mind, and to work 
epidemice that ravage the country from one end 
in season and out of season. If the rural dispensaries centuries have been cleared and these sciences and arts are 
rve the purpose for which they are intended, ie., made intelligible to the modern mind, it would be time enough 
he medical requirements of the people, they should to think of a synthesis of the two different systems (indi- 
ord the opportunity to genous and allopathic). But even then, they should stand 
knowledge and talent 
Then and then only 
a much more objectionable manner than it had been previously, 
by introducing a number of castes in the profession viz., . 
(1) those trained in Allopathy only, and (2) those trained in _ 
Allopathy and the indigenous system concerned, dividing the (= 
| 
What the result of the combined teaching of two separate L 
3 systems of medicine, basically different, to immature young 4 
a with real medical facilities which they are entitled to by virtue F sg 
3 of the large contribution they make to the economic prosperity 7 
a of the country, the present distinctions should be done away _ 
x with, and the rural dispensaries provincialised and placed on & 
i a par with others. Then the differences in the pay and 
é prospects would vanish into thin air and people posted to 
j rural areas would not remain condemned all their life to a Tl 
2 particular area, where the society they need is lacking and b 
a; where facilities for the education of their children are non- = 
‘a existent now. It is true that such a reform will entail huge ep 
: expenditure but that can be made good by the reduction in a 
a the present expenditure, through the expansion of the honorary 
: INDIGENOUS SYSTEMS OF MEDICINE the utter helpless condition in which it found itself so far as r 
ae ; ih her requirements of drugs and medicines were concerned. When 
5 I now turn to a subject on which, after the publication the sources dried up when the countries on which we were 
a of the Yodh Report (Provincial) and the Chopra Committee dependent most for our essential requirements were involved % : 
, Report (All-India) a great deal of controversy and animated jin war, we found ourselves in the most unenviable position, if 
= discussions have cropped up—I mean the indigenous systems A 
‘ of medicine—due entirely to a misconception of the basic 
? factors involved. No one, least of all the allopathic practi- 
is tioner, disputes p that the Ayurveda and Unani systems 
% are hoary and that they have served India well in 
% ‘the past, that they still command a large volume of public 
. support, that they have created for India a very creditable 
; record in the field of medicine in the past and that these 
: two systems have some excellent remedies for certain kinds 
oi of diseases. It is one thing to admit all these things, but it 
is a quite different thing to say that because of these they 
. should be accepted as scientific and integrated with the modern tion of imports of drugs into India and the control of their 
system of medicine. Even the Chopra Committee did not standards. And some time back the Drugs Consultation Com- ay 
& claim perfection to these systems. From the summary of the mittee, provided for in the Drugs Act for better inter-provincial 
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standard of education of the pharmacist and to protect qualified 
workers from quacks and charlatans. And the Bhore Com- 
mittee also drew pointed attention to the urgent and immediate 
need for strengthening this group of health personnel in the 
interest of India’s future development of national health and 
medical cadre. Under the Pharmacy Act of 1948 a Central 
Pharmacy Council has been constituted for the uniform control 
and guidance of the pharmaceutical profession and practice. 
The Council has started functioning and it has formed under 
its auspices a Pharmacy Education Regulations Committee 
to drait a comprehensive all-india legislation for controlling 
the minimum standard of education considered suitable for 
registration as a practising pharmacist, and Provincial Phar- 
macy Councils and Registration Tribunals have already been 
established or are in the stage of being established in some 
Provinces. 


REFRESHER COURSES 


Graduates who are turned out of the medical colleges 
after a long course of training have either to seek service or 
set up private practice to make their living. Most of them 
have to settle down in mofussil places where they believe they 
have the prospect of making good. They thus get isolated, 
cut off from the main fountains of knowledge, with little or 
no facilities to keep themselves abreast of the latest develop- 
ments in a fast growing and developing medical science, 
plodding their way through with the knowledge they had 
acquired during the course of study in the Medical Colleges. 
This not only impairs their efficiency but also minimises their 
usefulness to the community, to whose service they have 
dedicated themselves. It is, therefore, necessary and urgent 
that a system of Refresher Courses at periodical intervals in 
the various teaching institutions for short periods in the various 
branches of medicine and surgery, to brush up their knowledge 
and make them posted with the latest developments in the 
huge ocean of medical science should be introduced. The 
University of Madras had arranged for such refresher courses 
some years back, but I have not heard much about it of late. 
It is urgent and necessary that every university should arrange 
for such refresher courses in the interests of the medical 
practitioners. 
DENTISTS’ ACT 

While the Government of India are to be complimented 
for placing on the Statute Book the Dentists’ Act for the 
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better regulation of the profession, it is very much to be 
regretted that in the schedules of recognised qualifications the 
general practitioners who have specialised in dentistry should 
have been placed in Schedule B which is meant for registering 
unqualified and untrained quacks practising dentistry in the 
country. This is certainly an insult to the members of the 
profession who have been practising this speciality for long 
and who, by virtue of their general qualification and the long 
practice they have had these long years, are entitled to recog- 
nition and respect. It is because the medical profession is not 
properly represented in the legislative bodies of the country 
that serious injustices of this kind have become possible. It 
is, therefore, of the utmost importance that able and experienced 
members of the profession should come forward to contest 
seats in legislative bodies not only in the interests of the pro- 
fession itself but also in the larger interests of the country. 


ROLE OF THE GENERAL PRACTITIONERS IN MEDICAL PRACTICE 


This is a problem to which serious attention has been 
paid of late. The Indian Medical Association has been, for 
some years past, urging upon the Government the need of 
putting a stop to the private practice of all Government 
Medical Officers, except those serving in rural areas. The 
suggestion has been put forward in the interests of the poor 
and lower middle classes, no less than in the interests of 
education and research. This is opposed by some people on 
the ground that it would deprive the upper middle classes of 
the benefit of expert advice of Government specialists. Such 
a line of reasoning presupposes the non-existence of a number 
of specialists outside Government service to cater to their 


CONCLUSION 

Ladies and gentlemen, I want now to impress upon 
the need for unity and single-mindedness of pu i 
great and herculean task that lies ahead of us 
country. The Indian Medical Association 
ception, done yeoman service to the cause of the profession; 
it has very largely consolidated its ranks; it enhanced 
the reputation of the profession and the self-respect of the 
members here in this country; it has secured for it the respect 


organisations. Yet it can be made to play a still greater 
part in the future than it had been possible for it in the past. 
This requires unity, this requires strength. The membership 
of the Association has considerably increased in recent years; 
and yet it has not attained the stage when it can claim to be 
the only true representative organisation of the profession in 
India. Those members of the profession who Have kept them- 
selves aloof from the organisation so far should join it and 
increase its strength and enhance its power for good. In such 
a rapidly growing organisation it is but natural that differences 
on matters of detail should crop up every now and then. I 
am not disheartened at such happenings. They are but signs 
of growing strength and growing self-respect. But these 
should not be allowed to take such a shape as would weaken 
the Association. But this is an all-India matter, that should 
be discussed at the All-India level. It should not be beyond 
human ingenuity to evolve a plan which, while not weakening 
the Central organisation, would, at the same time, afford suffi- 
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co-ordination and licence of drug control work, has been , 
constituted. It is a good sign that many Provincial Govern- 
ments are alive to the urgent need of setting up Provincial ? 
organisations and are striving their utmost in setting up such 
machinery. ‘ Now that the Drugs Control Act is in force fe 
and the flooding of the Indian market with spurious drugs 
has become an impossibility, it is time the members of the 
profession consider seriously the question of interesting them- 
selves in the manufacture of our essential requirements in ; 
the country, 
THE PHARMACY ACT 
Closely allied to Drugs Control is the Control of Pharmacy. 
The Control of the one leaving the other out of account 
would lead us nowhere. The Chopra Committee found a very 
sorry state of things prevailing in the country at the time 
they made the enquiry. They therefore made simultaneous 
recommendation for pharmacy legislation 
— 
i and recognition of similar organisations abroad; it has got : 
admission as a member of the World Medical Association and 
' of the British Commonwealth Medical Conference; it has 
{ obtained representation for us in the general assembly of these ; 
|| 


RESOLUTIONS 


The following resolutions were passed at the Mangalore 
Conference :— 

This Conference places on record its deep sense of sorrow 
on the passing away of the following members during the 


1. Dr. A. T. Rajabadar of Madras, 2. Dr. V. Govinda- 
rajan of Madras, 3. Dr. G. R. Narayanaswami of Madras, 
4. De. S. Pichumonl Of Madres, Dr. S. Gopalen of Madura, 
6. Lt.-Col. M. A. Parthasarathy of Madura, 7. Dr. V. I. 
Raman of Malabar, 8. Dr. K. N. Krishnan of Malabar, 9. 

. V. Krishnan of Coimbatore, and 10. Dr. A. G. Bhat 


This Conference while supporting the Prohibition Policy 
of the Madras Government, is of opinion that the rules framed 
thereunder are working as a great hardship to the medi 
profession in as much as restrictions are placed on the purchase 
and possession of B. P. Tinctures and spirituous preparations, 
This Conference requests the Government to withdraw the 
orders already passed in this connection and consult the South 
Indian and Andhra Provincial Branches before passing any 
new order. 

This Conference recommends to the Government that the 
municipal bodies should be permitted to pay their medical 
officers on a par with the colleagues in the Provincial Service. 


It recommends that in view of the prevailing ignorance 
amongst the public regarding Cancer and lack of adequate 
treatment facilities and for training medical men outside 
Madras, the Government should implement the following: 

(i) A net work of diagnostic clinics in the districts to 
detect cancer early should be created. 

(ii) Adequate therapeutic facilities in Vizag, Madura and 
Calicut in addition to Madras should be provided. 

(iii) Reception homes for cancer cases and homes for 
incurables should be created. 

It urges the Government to raise the salaries of the 
rural medical officers from Rs. 900 to Rs. 1800 and midwives 
from Rs. 300 to Rs. 600 a year. 

It recommends to the Government and the High Court 
to issue instructions to the presiding officers in courts of law, 
both civil and criminal, to take the evidence of medical men 
with the least possible delay when they appear before them 
in their professional capacity. 

This Conference while reiterating its resolution passed 
last year urges the Government of Madras and the Universities 
of Madras and Andhra to expedite starting of the medical 
colleges at Madura and Guntur from the next official year 
at the latest and that after these two colleges are opened, the 

next college must be in the West Coast. 

This Conference while reiterating the resolution passed at 
the last year’s Conference at Annamalai Nagar on the urgent 
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necessity of starting mobile medical units in 
Taluks suggests to the Government that i 
implementing this scheme the Government should at least help 


X BIHAR PROVINCIAL MEDICAL CONFERENCE 


—The tenth Bihar Provincial Medical Conference was held 


at Daltonganj on 24th and 25th November, 1950 under the 
presidentship of Dr. Raghunath Saran of Patna. 


The following are excerpts from the presidential address 
by Dr. Raghunath Saran, u.rc.r. (London) :— 


PRESIDENTIAL ADDRESS 


Regarding the customary address to this Conference I 
have tried to make it as brief as possible by omitting most 
of the conventional items and concentrating only on those 
affecting the health of the community. I shall also refer to 
certain other questions which interest us as a community. 
Before I deal with these I would request you all to rise in 
your seats to pay homage to the memory of our worthy 
colleaecves Dr. K. S. Ray of Calcutta. Dr. A. Bakshi of 
Dhanhad, Dr. R. Das of Jharia, Dr. J. R. Das Gupta (Tam- 
shedpur). Dr. N. M. Sinha (Sherehati). Dr. R. C. P. Sinha 
(Auraneahad). Dr. J. N. Mukherice (Dinanore), Dr. R. 
Chandhury (Ranchi), and others. The late Dr. K. S. Ray 
who died recently at Vellore of sudden heart failure was one 
of the foremost leaders of our profession. 


T would also request vou to join me in congratulating 
our esteemed colleacue Dr. T. N. Banerjee for his providential 
escape in the recent plane accident and for his being elected 
President of the Indian Medical Association. 


In solving the medical and public health problems of our 
province we should widen the scope of our enquiry into the 
causes and conditions that contribute to il] health and disease 
and suggest practicable means of combating them. The health 
of a community depends largely upon social, economic and 
environmental conditions. Preventive medicine is mostly 
dependent upon these. It is not enough to provide the com- 
munity with a large number of trained medical personnel and 

Social, economic and environmental conditions in our 
province are inimical to good health of the community. I 
need not enumerate them. They are much too obvious and 
you all are aware of them. During the last ten years there 
has been a progressive deterioration in the economic condition 
of the people with the result that diseases arising out of mal- 
nutrition and insanitary condition have considerably increased 
and are taking a heavy toll of human lives. A determined 
and resourceful administration can mitigate much of the present 
suffering of the people. But it is a fact that in this, as in 
other spheres affecting the health of the people, the Govern- 
ment have no definite plans and even the administrative 
machinery installed for this purpose by our former rulers is 
not functioning as efficiently as before. There is all-round 
lethargy, with incompetence and corruption, Public discontent 
against the existing conditions whenever it rises high and 
manifests itself by an outcry in the press, the platform and in 
the Legislative Assembly, is damped down by a half-hearted 
promise of a fact-finding committee which would give sug- 
gestions to the Government to remedy the grievances. I have 
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_ cient scope for the branch organisations to grow and develop. 
I appeal to the members to stand united, shoulder to shoulder, 
for the great cause of humanity which beckons us to come 
to its aid. Let us go ahead with faith in ourselves and faith organisations which are starting such mobile units. 
in the future of our beloved motherland. 
year and authorises the Provincial Secretary to convey the | 
same to the members of the bereaved families. 
of Mangalore. 
| 
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At present there is a great deal of loose talk about con- 
scription of medical men for national medical service in the 
way the Labour Government in the U.K. have done. Con- 
ditions in our country are not at all propitious for the 
socialization of medicine even on a limited scale over a confined 
area. We do not possess the necessary resources for its 
application in our country. A suggestion has also gone round 
that medical stadents, after qualifying for the M.B., B.S., 
should be compelled to undertake rural work for one year 
or 6 months’ hospital work and 6 months’ rural work before 
they are granted the diploma to practise. In my opinion the 
newly qualified graduate in ‘medicine’ should more profitably 
enlarge his clinical knowledge and experience under proper 
guidance at a teaching institution or under an experienced 
clinician at a well-equipped hospital. For rural work, an 
experienced hand well-trained for all-round, medical work 
would be more suitable than a raw medical graduate who 
has yet to find his way about in the practice of his profession. 
I do not favour the idea of rural people being provided with 
inefficient medical aid and treated as subjects for experiment 
and training of the recently qualified graduates. 


In the existing arrangement for the training of medical 
personnel, there are certain inherent defects. First, the teach- 
ing staff are not whole-time workers even _in non-clinical 
departments. For intensive teaching of medical students and 
for research work, it is most essential that a good number 
of staff in each department should be non-practising. I do 
not object to the appointment of part-time and honorary 
teachers and professional men of experience and qualification 
on the hospital and teaching staff. In respect of pay, al- 
lowances and privileges, a suitable adjustment on a fair and 
equitable basis should be made between the different kinds 
of workers. Further, I am not at all in favour of concen- 
trating those with post-graduate qualifications and long 
experience in a particular line at the teaching medical insti- 
tutions. Only the most necessary personnel should be retained 
at these and the rest transferred to take charges of mufassil 
hospitals to improve the quality of medical aid at those places 
and thereby also relieve the heavy pressure of patients at the 
teaching hospitals. It would be a good thing if each depart- 
ment in a teaching medical institution on its clinical side has 
a permanent staff that is not only non-practising but also non- 
transferable. A certain proportion of staff on the clinical 
side, after obtaining due training in general and special work, 
should be transferred to mufassil hospitals. 


SPECIAL DEPARTMENTS 


Of late the Government have been rather too hasty in 
opening special departments for treatment of particular diseases 
without .a properly trained and experienced staff. Newly 
qualified personnel with short course diploma in particular 
diseases and with no large experience of general work are 
being placed in sole charge of these special hospitals and 
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experience of all kinds of work in their particular 
being kept out of these departments. Further, the “in charges” 


because of its alien origin is in my opinion a disservice to the 
community. Systems that flourished in our country two 
thousand years ago and have become stagnant since should 
not be upheld today because of sentimental attachment to them 
and on grounds of cheapness and easy application. What is 
good in them should be exploited to the best advantage by 
organising research on them on modern lines. 


Today we have separate schools for the training of hakims 
and kavirajas and students who pass out from these institutions 
use the instruments that we do in our clinical diagnosis and 
treatment. They use our drugs and injections on their patients 
although they have not obtained any training for such use 
and application. In the rural areas these people, as also com- 
pounders and homceopaths practise in the modern system of 
medicine for which they have not obtained any training and 
qualification. To protect the public from a mis-application of 
our system of medicine by these people, strict legislation and a 
rigid application of laws against quackery is necessary. If for 
economic reasons the Government feel that kavirajas, hakims 
and homeeopaths must carry on their practice as we do, they 
should make it incumbent on them to keep their own mode 
of diagnosis and practice. Otherwise, as suggested above, they 
should be properly trained in modern medicine at our insti- 
tutions and at a later stage follow whatever pharmacopceia | 
they chose in actual practice. 


RECOGNITION OF MEDICAL CERTIFICATES 


The Government policy in the matter of recognition of 
medical certificates, specially those granted by private practi- 
tioners, has been a cause for utmost annoyance to practising 
doctors. No fixed principle has been laid down by the State 
to guide its officers and it is entirely at their discretion that 
they recognise one and refuse the others for no particular 
reason. Personal bias rather than justification prompts them. 
The result is that certain eminent private medical practitioners 
and some among them who only the other day were occupying 
posts of great responsibility and trust under the Government 
and have now retired, have on occasions to suffer the indignity 
of having their medical certificate countersigned by a recently 
qualified Asst. Surgeon who may even be working as a tem- 
porary hand. It is really absurd to imagine that a medical 
man transforms himself overnight by being taken into the 
service of the Government so much so that his medical opinion 
and integrity obtain a higher value than those of his senior 
colleague in service and practice, who may at one time have 
been his teacher and boss. The knewledge of some of the 
officers of the Government in medical matters is indeed 
pathetic. I remember one case in which a police officer refused 
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a personal experience of a number of such committees. The cations in general medicine and surgery and with wide 
facts found by them and their suggestions have been buried 
in secretariat files and except for minor repairs here and there 
the old structure remains as it was, and in certain respects Special Gepartments are not im touch With cases OUut- ; 
has further decayed. side their own speciality. From the professional point of view 
this i 
RURAL MEDICAL WORK 
MODERN MEDICINE ; 
Modern medicine has advanced far on the road to pre- 
vention and cure of diseases and the impediments to its appli- _ 
; cation to obtain the fullest benefits from it have to be removed. 
To discourage it on grounds of cultural vanity and prejudice ; 
wards. The professors and lecturers possessing high qualifi- ; 
|_| 


duced the novel practice of asking 
for countersignature of medical 
certificates given by private prac- 
titioners and specialists by a 
State medical officer. They are 
unconsciously violating their own 
rules on the subject in so doing. 
The Medical Council of this pro- 
vince, in the matter of granting 
of medical certificates, makes it 
obligatory that the person giving 
it should have treated the appli- 
cant as a patient or at least 


RESOLUTIONS 


The following resolutions were passed at the 10th Bihar 
Provincial Medical Conference :— 


Dre. RacnuunatH Saran 
President, X Bihar Provincial Medical Conference, 
Daltonganj. 


of every individual to choose his 
own physiciar and this principle 


medical certificate given by the 
treating physician should be con- 
sidered valid. 

It is further resolved that all 
employers whether Government 
or others be requested to stop 
immediately the practice of hav- 
ing a medical certificate given 


under the District Board and expedite the matter of 
of pay scale of the doctors according to the suggestions laid 


down by the Government Pay Revision Committee. 
6. To popularise and improve the training and activit'es 


of the St. John and Indian Red Cross Societies in our State 


to accept a medical certificate obtained by one of his subordi- 1, The necessity is felt for a Central Civil Health Service 
nates for his treatment by a well-known specialist at Patna. on an all-India basis, in the lines of the newly formed Indian 
In doing so, this worthy officer made a very funny remark, Administrative Service and the Indian Police Service. It 
“Certificate of so and so, an M.B. not accepted, obtain certificate should be strictly a Civil Service and not a replica of the 
from Asst. Surgeon of ...” I need not make any comments (Old) Indian Medical Service which was essentially meant 
on the general knowledge and commonsense of this particular for defence. 
officer. The inference is obvious. This is but one of so many 
other instances of a similar nature. At present all who can The creation of an All-India Service will raise the 
afford to do so seek expert medical advice for their illness standard of our health services, by giving scope to the deserv- 
and I do not see how any sensible ing people, and provide co- 
Government can create conditions : : ordination in every sphere of 
that would deter a State em- medical organisation,—teaching, 
ployee from obtaining the best [7 research, health etc. 
medical aid. It is a fact that ————s ae It is therefore resolved that 
State hospitals in the mufassil —— i a Civil Health Service which 
are staffed by mediocre and [| may be termed Indian Health 
mostly comparatively junior Service om the tines of other all- 
medical officers. In actual prac- India Services be created imme- 
tice these medical officers do not diately. 
relish being called upon to certify TAPE 
a person for medical leave who inherent and unquestionable right 
is under treatment of some one 
The Government have intro- should be recognised without any 
a. reservation by all employers 
~ % whether Government or others 
and it is further resolved that a 
examined him personally. The tioner countersigned by one in 
Government attitude in this res- | their own employ. 
oe pect is a legacy of the period 3. Resolved that a State a 
F of alien rule when anybody how- Health Board be constituted in : 
. ever eminently placed he might which our Association should 
trusted and reliance was only sing the Government in matters — 
‘is placed upon those in actual employ of the Government. Our of plan and policy of medical and public health administration : 
Rs present rulers, who in those times most vehemently spoke against in our State. , F 
the bureaucracy and condemned their practices have now for- = Resolved further that both medical and public health | 
é gotten their pious preachings and their civil servants have hardly should be brought under one Minister and one administrative . 
: got over their mentality of the old times and yet suffer from ginector designated respectively as Health Minister and ig 
would revise their attitude in this matter. 
; ; I trust that my critical references to the Government on , © Rsiterated that the Irrigation Department authorities 
the subject of medical administration in our province will not mer 
3 using Service proper 
be misunderstood by them. I have done so with the best ond quick guna lical relief 
b of my intentions. The Provincial Medical Association and . 
" myself extend our fullest co-operation and help to the Gov- 5. Resolved that the Local Self Government be moved 
ernment in their endeavours for improving the quality and to reconsider the grievances of the medical officers serving 
| 
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their’ should be broadbased to include nominees 
of the Indian Medical Association and other members of the 
public interested in social welfare. 


7. In order to popularise the branches of the Medical 
Association and to carry on humanitarian work this Conference 
calls upon all the members of the different branches in the 
State of Bihar to organise popular lectures periodically at 
suitable places and times in order to awaken health con- 
sciousness among the masses. 


8. To protect the people from an apprehended outbreak 
_of an epidemic disease on account of the present scarcity 
condition and high prices of food stuffs, this Conference urges 
upon the Government the necessity of their taking measures 
for providing adequate food stuffs at prices the public can 
comfortably afford. It further advises the Goyernment to 
take all possible measures to prevent adulteration of foodstuffs 
by greedy dealers and Government ration shopkeepers. 


ASSAM PROVINCIAL BRANCH—At a meeting of the 
Working Committee of the Assam Provincial Branch held on 
15th October, 1950 at the residence of Dr. H! K. Das, 11 mem- 
bers were present and Dr. Das presided. 


The Secretary informed the Committee that two new local 
branches were formed at Jorhat and Nowgong. The Secretary 
also informed the Committee that Dr. H. C. Baruah of Shillong 
was duly elected as the President-Elect of the 2nd Provincial 
Medical Conference. 


TANJORE BRANCH—At a general meeting of the 
Tanjore Branch held on 21st October, 1950, -50 members were 
present. After routine business, Dr. P. S. Varadarajan spoke 
on “Shock, syncope and allied manifestations and their manage- 
ment in general practice.” 


MADURA BRANCH—At a general meeting of the 
Madura Branch held on 21st October, 1950 in the Erskine 
Hospital, 55 members were present and Dr. P. Vadamalayan 
presided. Dr. M. Ismail, the new D.M.O., announced that a 
site of about an acre in Shenoy Nagar had been purchased from 
the Municipality for the association, with the assistance of 
Capt. Gnanaolivu and Lt. Col. Parthasarathi. A building sub- 
committee was appointed to devise ways and means for the 
construction of the association building. 

After the routine business, Dr. K. Ramachandran spoke on 
“Some aspects in the treatment of ano-rectal diseases.” 


U. P. STATE BRANCH—At the 7th meeting of the Work- 
ing Committee of the U. P. State Branch held on 9th September, 
1950 at Dr. Sen’s residence, 9 members were present and 
Dr. Sood presided. 

The Committee considered the situation created by repeated 
earthquakes in Assam, floods in various parts of U.P. and 
evacuation of refugees from Eastern Pakistan. The Secretary 
was requested to take necessary measures for relief work. 


The Secretary announced that the following have been 
elected as the President and Vice-Presidents of the U.P. State 
branch—President—Dr. A. C. Banerjee (Lucknow), Vice- 
Presidents—Dr. C. P. Tandon (Faizabad), Dr. K. C. Pathak 
(Mathura) and Dr. K. D. Tripathi (Basti). 

The Committee then discussed the detailed replies of the 
Government of U.P. conveying their decisions on the resolu- 
tions passed by the Faizabad Conference. 


SUPPLEMENT 
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FEROZEPORE BRANCH—In a memorandum submitted 
to the Hon'ble Minister of Rehabilitation and Health, Punjab 
State, on 12th November, 1950 at Ferozepore, the members 
of the Ferozepore Branch of the I.M.A. raised among others 
the following points :— 

The Indian Medical Association is the only representa- 
tive body of the Medical profession which has been recognised 
by the Government of India and is thus the sole organisation 
to represent the grievances and opinions of the medical pro- 
fession on all matters of medical administration, medical 
education and other allied subjects of public health. 

The local branch of the Indian Medical Association feels 
that it has not been given adequate representation on the 
following committees and requests that members of the I.M.A. 
be taken on all such committees, namely :— 

Hospital Visiting Committees ; 

Civil Defence Committee on A.R.P.; 

Jail Visiting Committee; 
Anti-Tuberculosis Clinic Committee; and, 

All such committees appointed by local bodies which, 
deal with public health and hygiene. 


Some members of the profession are on one or more of 
the committees but they are in their individual capacity. The 
procedure in such cases should be that the I.M.A. should be 
asked to send a nominee of theirs. 


It is a matter of great pity that the Punjab Assembly 
passed a bill allowing hakims and vaids to use and prescribe 
sulpha drugs about which they know very little. These are 
poisons and are included in Schedule E of the Drugs Act 
and, therefore, should not be used by a person other than 
one who is duly qualified and competent to use them. We, 
therefore, demand that this legislation should be amended. 

The Indian Medical Association is of the firm opinion 
that unqualified practitioners should not be recognised by the 
medical profession and the State. We urge that the provi- 
sions of the Drugs Act should be enforced with rigidity and 
strictness and no contravention of the same should be tolerated 
under the law. At the same time we object to the clause 
relating to the registered medical practitioners keeping an 
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Inspectors under the Drugs Act should be medical men 
and under the supervision of Health authorities and not under 
the Excise Department. Linked with this is the question of 
registration of compounders, vaids and hakims. The register 
of compounders is very defective in the sense that they have 
managed to get certificates without fulfilling the 


practitioner unless he already had the approved training in 
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Yq they dispense it for their own patients. This clause should : 
be deleted. 
We should refuse to be led away by sentimentalism in 
science. Science is one all over the world, and medicine is 
not an exception. None should be recognised as a qualified 
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be at liberty to follow his predilections. He might then be a 
hakim, .vaid, homeeopath or a naturopath and not a Doctor 
as desired by some of our legislators. No one whatever his 
views on law might be, can practise as an advocate unless 
he has undergone the training prescribed by the faculty of 
law; why should the same not apply to medicine. 

Now that a register of hakims and vaids is being made, 
due care should be taken, and the prescribed period for which 
a person must be practising should be at least 15 years. We 
suggest that advisory committees be appointed in this respect 
in every district to supervise the registrations of hakims, vaids, 
and compounders, to which the Indian Medical Association 
should be given adequate representation. 


The Weight And Measures Act has been made applicable 
to doctors running dispensaries of their own for their own 
patients. This is highly insulting. We only dispense medi- 
cines for our patients and we should be left to ourselves and 
not pested with legislations of this type. 

Registered medical practitioners should be given honorary ! 
appointments in hospitals as physicians and surgeons to enable 
them to render real service to the suffering humanity. 


BHAGALPUR BRANCH—The last annual general 
meeting of the branch was held on Ilth September, 1950 at 
the residence of Dr. K. P. Rama, with Dr. B. K. Banerjee 
on the chair. 

Dr. D. N. Neogy and Dr. S. Mitra were elected as 
President and Secretary respectively for the year 1950-51. 


BHAVNAGAR BRANCH—The 8th annual _ general 
meeting of the branch was held on 23rd September, 1950. 


After Major C. P. Bhatt, the retiring President, spoke on 
the activities of the branch for the previous year, the routine 
business was transacted. 

Dr. H. J. Trivedi was elected as the President for the 
year 1950-51. Dr. K. A. Kamdar and Dr. P. S. Oza were 
also elected as Joint Secretaries. 


MATHURA BRANCH—At the last annual general 
meeting of the branch held on 26th September, 1950, 12 mem- 
bers were present and Dr. S. K. Mukerji presided. 


After the routine business was transacted, Dr. S. K. 
Mukerji was re-elected as President and Dr. R. Gupta elected 
as Secretary for the year 1950-51. 


CACHAR BRANCH—At the last annual general meeting 
of the branch held on 30th September, 1950, 21 members were 
present and Dr. P. C. Das presided. Dr. P. C. Das was 
re-elected as President and Dr. S. P. Nath as Secretary for 
the year 1950-51. 


After the routine business, some interesting cases were 
demonstrated and discussed by the members. 


SUPPLEMENT 
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JAMSHEDPUR BRANCH—The last annual general 
meeting of the branch was held on 30th September, 1950, with 
Dr. B. Mukherji on the chair, 


Dr. B. Mukherji was re-elected as the President and 
Dr. S. Banerji as the Secretary for the year 1950-51. The 
members, at this meeting, finally decided to invite the Bihar 
Provincial Medical Conference to be held in 1951 at 
Jamshedpur. 

BOMBAY WEST SUBURBAN BRANCH—At a bi- 
annual meeting of the branch held on 8th October, 1950, 
Dr. C. S. Thakar, President of the branch delivered an address 
of which the following is an extract :— 


The Bombay West Suburban Branch of the Indian 
Medical Association was founded on 20th October, 1940. A 
very large proportion of the medical men practising in the 
area from Bandra to Borivali is on our Members’ roll and 
takes keen interest in our varied activities. 

Greater Bombay Merger—An event of considerable im- 
portance to our civil life occurred on Ist April, 1950 by the 
merger of a part of our branch territory vis., the area from 
Bandra to Jogeshwari into the Bombay municipal administration. 
Simultaneously, certain municipal units to the east of the Rail- 
way lines vizs., Kurla, Ghatkoper etc. were also included in the 
newly created Greater Bombay. Thus, after a lapse of many 
long and weary years of lax suburban administrations with their 
backward amenities, we are now a part and parcel of Bombay 
and look forward to better times and wider opportunities. I 
have on several occasions from this platform made references 
to our sad plight in many directions, especially sanitation and 
medical relief. At present Bandra proper and Khar are the 
only areas provided with a drainage system. If public health 
has to be improved, the rest of the area should be given the 
benefit of an upto-date drainage scheme. 

Medical Relief—The medical relief available to the public 
in the parts is a sham and a mockery. There is only one 
public hospital at Bandra and some dispensary units at Santa 
Cruz, Andheri and Malad. There is in addition a mobile van 
which visits different places on different days. This sums up in 
a nutshell all that exists at present. I plead that immediate steps 
should be taken to start municipal dispensaries and maternity 
homes in these wards. I have often stressed the need for a 
Public Hospital in the north of the city in view of the expansion 
of the city in that direction. May I draw the attention of 
the authorities to the Doctor Balabhai Nanavati Memorial 
Hospital which is nearing completion in Ville Parle at a cost 
of nearly 20 lacs of rupees and is expected to be ready for 
occupation in the near future. I am given to understand that 
due to shortage of funds only 50 beds (25 paying and 25 
free) out of a total of 130 to 200 beds in the new Hospital 
will be opened to the public at present. Here is a great op- 
portunity for the Municipality to provide ready medical relief 
to the public by taking over the management of the Hospital 
in agreement with the governing body of the institution. The 
place is central and the building a magnificent modern 
structure. I hope that our municipal authorities will not allow 
this golden opportunity to slip through their hands. 

L.C, Bill No. II of 1950—1 shall now refer-to the amending 
bill to the Eombay Medical Act of 1912 whch has been intro- 
duced and passed in the Legislative Council and will shortly 


<= 
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MALEGAON BRANCH—The last annual general meet- 
a ing of the branch was held on 24th September, 1950 with 4 
Dr, D. N. Chobhe on the chair. 
+ After routine business was transacted, Dr. V. R. Gadgil . 
= was elected as President and Dr. G. S. Parnaik as Secretary : M 
+ for 1950-51. ‘ 
|| 
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in the Assembly. Among te amend- SULTANPUR BRANCH—The annual general mecting 
in the bill there is one which empowers the of the branch was held on 26th October, 1950 with Dr. S. S. 
Government to levy a renewal fee for the continuance of Missra in the chair. 
registered medical practitioner’s name on the Register from 
> to time, This is a most obnoxious measure and our Pro- The members condoled the sad death of Dr. K. S. Ray. 
Branch has lodged a vehement and unanimous protest Dr. Missra and Dr. K. C. Majumdar were re-elected as 
the imposition of this levy on the medical profession. If President and Secretary for the year 1950-51. 


ii 


surely it must come from the general funds because the basic 
idea for its existence is the control and regulation of the pro- 
fession in public interest. I hope the Hon'ble Minister of 
Health who is sponsoring this amending bill will see light and 
the branch held on 29th October, 1950 at the residence of 
Medical Ethics—The medical man of today has to live up Dr. P. R. Bhattacharya, 11 members were present and 
to a high sense of professional discipline if the fair name of the Dr. Bhattacharya presided. 


The members condoled the sad death of Dr. K. S. Ray 
and elected Dr. S. N. Banerjee and Dr. P. K. Mozumder as ° 
the President and the Secretary respectively for the year 


elected as President and Secretary for the year 1950-51. 


Mahadevan in the chair. The members condoled the sad death 
Branch was held at Dr. Gorde’s residence on 11th October, of Dr. K. S. Ray. Dr. T. K. Dayalu was elected as President 
1 ith Dr. D. P. Gorde, the retiring President in the chair and Drs. M. Sirsi and N. S. Alasingrahcar as Secretaries for 
the for, the coming 1950-51. Lt.-Col. Karamchandani, Dr. S. S. Jayaram, 
Dr. M. S. Karaudiker gave out in details the last year’s Dr. Dayalu, Dr. H. Krishnamurthy and Dr. M. Sirsi then 

i spoke on the different aspects of hyperpiesia. 


BASTI BRANCH—The annual general meeting the 
Kumbhjker—President, Dr. A. H. Gandhi—Secretary and branch was held on 30th October, 1950 with Major N. 
Dr. N. R. Pathak—Joint Secretary. Jaswal in the chair. 17 members were present. Dr. R. B. Lall 
s on his experiences during his tour in Basti district and 

SOUTH INDIAN PROVINCIAL BRANCH—The last of 


At the outset, the members condoled the sad deaths of 
Drs. A. G. Bhat, V. I. Raman, M. A. Parthasarathy, P. V. were present and Dr. A. C. Banerjee presided. 


Krishnan and G. R. Narayanaswami. The Committee condoled the death " 
Dr. U. Krishna Rao and Dr. A. K. Rajagopalan were oe oe 


Dr. Rao promised to contact insurance experts to 
F devise a scheme of insuring doctors, at a concessional rate. pointing out that on one gallon of rectified spirit costing 
} ASSAM PROVINCIAL BRANCH—The annual meeting 
a of the branch Council was held on 25th October, 1950 at 


which 28 members were present and Dr. H. K. Das presided. Sage 

Dr. H. C. Baruah was elected as the President for the JALPAIGURI BRANCH—The annual general meeting of 
year 1950-51 and after some routine business was transacted, the branch was held on 11th November, 1950, at which 26 
members were present and Dr. A. B. Banerjea presided. 
Dr. ane chair, 14 ee pet The and elected Dr. A. D. Guha Neogy and Dr. S. C. Bhowmick 
Secnstany, Duarah, informed the members th as President and Secretary for the year 1950-51. 


| 
applies with equal force to the young as well as the old members 
of the profession. Each member must learn; to treat the other 
as a loving member of the family and must learn to exult 1950-51 

a in his welfare. Goodwill, harmony and a healthy discipline bt 
within the Association are our greatest need, if we wish to 
| Hall in Miraj. os 
| 12th October, 1950 at which 13 members were present and U. P. STATE BRANCH—At the first meeting of the 
: Dr. P. A. S. Raghavan presided. \ Working Committee of the branch for 1950-51 held on 
elected as president and secretary of the branch for the year elected Dr. H. N. Shivapuri as their representative to the , 
3 local branches and 45 members. In the course of the year The Secretary informed the members how a dispute i 
under review, 13 old members were re-enlisted and 74 new between a member and the relation of one of his patients was ® 
members were also enrolled. Dr. Duarah was re-elected as amicably and satisfactorily settled by the authorities of the em 
Secretary for the second year ie. for 1950-51. branch. 
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with other 
INDICATIONS : 

Protein deficiency due to malnutrition Typhoid and other 
infectious diseases. Gastro-enteritis, Peptic Ulcers, Liver 
Cirrhosis, Dyspepsia, Chronic Ameebiasis, Flatulence, Pre and 
managements, Nutritional Oedema, Anzmias, 

uberculosis etc. etc. 


STANDARD MEDICAL! RESEARCH INSTITU 


VITAMIN 


ARE REQUIRED 


A Balanced Elixir containing 
VITAMIN B-complex. 


VITA-BIOL 


Each ounce contains 
Vitamin B, : 10 mgm., B; : 5 mgm., B, : 2 mgm. 
Calcium Pantothenate : 4:mgm., Acid Nicotinic : 
25 mgm., Sodi Glycero : 500 mgm., 
with 


Liver Ext., Folic Acid. in a base 
rich in natural Vitamins B. * 


MODERN DRUG HOUSE 
MANUFACTURING & RESEARCH LABORATORY 
ROAD. CAL. CUTTA-25 9, Wellington Square, Calcutta-13 

14, Bangla Bazar, Dacca : Pakistan. 


J. I. M. A. ADVERTISER 
4 
A M 01 Mi SOUND NUTRITION 
Each fluid ounce contains: 
| 
— 
TD. CALCUTTA 
4 Rai Dr. A. R. Majumdar Bahadur, Prof. 
of "Clinieal Medicine, Medical College, Calcutta. 
| BED-SIDE MEDICINE 
4 Ss A complete text-book of Medicine, Clinical and Syste- 
on 7 matic, containing (i) latest methods of case examination, 
Mm ; clinical, instrumental and laboratory, simple and specia- 
lised ond full cansideration of Diseases, by 
This is the most , authoritative, 
illustrated end extonsioaly toad text-book eapecially on 
This is according to B. P. °48 and Ind. Pharm. List 
which have introduced about 200 New items and deleted 
or altered a nearly similar sumber : a clear knowledge of 
these is essential for Clinical Practice. 
The book has in addition widest collection of Extr. 
is a concise Encyclopeedia modern Drug 
Eighth Edition, Sept. 48. Demy 768 
and 
two 
“ pensive form. A progressive practitioner needs every edition. 
When replying, please mention the Journal of the Indian Medical Association : 
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DYSENTERY 


*THALISTATYL* is practically non-toxic 
because it is only very slightly absorbed 
from the small intestine. High local 
concentrations can therefore safely be 
maintained. The bacteriostatic activity 
of ' Thalistatyl ’ is high and so the dosage 
is relatively small—7.5 g. initially with 
small maintenance doses. 

*THALISTATYL ' is indicated 

in the following conditions. 


Bacillary dysentery—Colitis— 
Infantile gastro- enteritis — 
Chronic amoebic dysentery 
(to clear up secondary infection of the ulcers). 

A booklet giving fuller details of 


*Thalistatyl' will gladly be sent on 


PHTHALYLSULPHATHIAZOLE 


HERTS PHARMACEUTICALS LTD., WELWYN GARDEN CITY, HERTS, ENGLAND. 


fr Gillanders Arbuthnot & Co., Ltd., 
Calcutta — Bombay — Madras — Delhi — Kanpur & Rangoon. 
Agents for Pakistan : Gillanders Arbuthnot & Co. (Pakistan) Ltd. Karachi — Lahore — Chittagong. 
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MINRON 


sp 


ond 
ALSO MINRON WITH FOLIC ACID 
8 mgs. per fl.oz. (for Pernicious Anaemia) 
FOR DETAILED LITERATURE. 
Please write to :— 
MAYER CHEMICAL WORKS LTD., 
78-B, Girish Park North, CALCUTTA 6. 


GLUCOSALINE 


5% Glucose in Normal 


PASTEUR LABORATORIES LTD. 


2, CORNWALLIS STREET, CALCUTTA 6 
PHONE : B. B. 3346 TELEGRAM : “PASLAB’’ 


ASMOLIN 


An elegant combination for 
“Asthma” and other acute and 
chronic Respiratory disorders. 


Supplies available in 
16 OZS. BOTTLES 

6 OZS. BOTTLES 
And 8 OZS. BOTTLES 


CAN BE HAD FROM ALL CHEMISTS 
Free samples on request to the physicians. 


monufocuress D. & Co. 


88, BENIATOLLA STREET, CALCUTTA 5. 


Telegram:—LIMUL. Phone: B. B. 5403. 

Both in convalescence, as pick-me-up, and 
in debility as recuperative, and pre-deficiency 
states, as prophylaxis, 


MELGADINE., 


A sure and dependable stand-by, contains 
Vitamin A and D, B complex C ‘¢ Glycerophos- 
phates. 


HEPOBYLE., 


_ Whenever the liver is torpid or sluggish— 
Will correct the wrong. Hepobyle contains 

2 bile ‘salts, Soddii Benzoate, Kalmegh as 

Cholagogues and for excretion-Cascara Sagrada 

and Glycyrrhizae. 

DRAGON CHEMICAL WORKS(R) LTD., 


48, NETAJI SUBAS ROAD, 
CALCUTTA 1 


xliv 
y 4 
Saline (Pyrogen-free) 
Each fluid ounce contains 
Indicaediny 
Ferri et ammon citrate... 60 grs. 
Sodium glycerophosphate oe 2 ” of Fl id 3 
; other emergency condi- 
Calcium Glycerophosphate ... pr 
Copper & Manganese Traces AVAILABLE IN 540 C. C. TRANSFUSION 
ydrochloride grs. BOTTLES COMPLETE WITH ATTACHMENT 
| 
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MEDINAL 


The Mono-Sodium Salt of 
Diethyl-Barbiturie Acid. 
* MEDINAL 
Was Introduced by 
Schering A.G. Berlin in 1904 
* MEDINAL 
Is rapidly absorbed and eliminated 
on account of its high 
solubility. 
* MEDINAL 
Taduces sleep within one hour as 
calm and restful as natural 


sleep. 
Tubes of 10 tablets of 7} grains each. 
Representatives :— 


Vikram Padamsey & Co. 


29, Church Gate Street, Fort, Bombay 1 


The treatment for 


CALCUTTA CLINICAL 
RESEARCH ASSOCIATION LTD. 


CALCUTTA 


Each teaspoonful (5 G.) contains : iron, Vitamin 8 Complex and Vitamin D, 
Phosphate 025 G. for perfect nutrition. It can be regularly 
administered to children for prevention of 
Magnesium Hydrace 025 G. Rickets, Dental caries, retarded growth. 


is also useful in the treat- 
ment of debility, neurasthenia, haemor- 
Nicotinamide some rhages, Tubercular, diseases and Tetany. 

mg. 
A CALCIUM VITAMINS 


KHANDELWAL LABORATORIES LTD. BOMBAY.!2. 


INDICATIONS: **Di-Calcii-Plex” regularly 
administered during pregnancy and lacta- 
tion, provides adequate calcium. phosphorus, 


B, C, D AND IRON 
PREPARATION 


Sole Distributors:—M/s. KHANDELWAL BROS. LTD., 
Pharmaceutical Dept. 23 


Bombay. 
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A STANDARDISED 
PREPARATION OF 
RAUWOLFIA SERPENTINA 


For well over two decades prepared from roots of this 
Rauwolfia Serpentina has plant collected from their 
received universal recog- bases and is assayed and 
nition for its sedative, standardised for its alka- 
hypnotic ard hypotensive i i the 
properties. Bromo-Raulfin is process of manufacture. 


BROMO-RAULFIN 
The ideal seddlive 
EASTERN COMPANY LIMITED 


FOLIC ACID 
VITAMIN A 


RBIC ACID 
PANTOTHENATE 
VITAMIN E 
YEAST CONCENTRATE 


As also coher lacion as derived 
iver and Yeast Concentrate w 

Cancentrats. 


Manufactured by : — 
MANUFACTURED BY:— KIRK CO. 

==, | C.F.KIRK _ NEW YORK, US. 

= = NEW YORK v.S.a. STANDARD DRUG & CHEMICAL CO. 
STANDARD DRUG & CHEMICAL CO., 
V4 WORNBY RD.FORT BOMBAY... 


eams: UTERODYNE? 
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POLY-AMINOS—= taste for oral administration ; of all aminoacids 


— appetite, sense of well being and freedom from gastric irritation are the immediate 
protein 


of as wel 


¢, Formate, Glycerine & 


Sold in 6 oz phials. 
Full particulars from :— 


CALCUTTA POLYCLINIC LTD. 
6-A, S, N. Banerjee Road, Caleutta 13. 
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STANDARDISED PREPARATION OF 
GARLIC (ALLIUM SATIVUM) 


Tasteless and odourless dragees 

containing all the active principles. 

Useful aginst flatulence, consti- 

pation, non-specific gastro- 

Intestinal disorders ond bronchiol affections. 
Bottles of 25, 100, 500 and 


TEDDINGTON CHEMICAL 
FACTORY LTD., 
Sole Distributors.:- 


LTD. 
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